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ABSTRACT
This study aims to support the development of the series, particularly this evaluation
study addresses the faculty development program within a newly formed academic partnership
between teaching and community physicians. The evaluation addresses the opportunities, assets,
and strengthens in the programming while constructing it for the intended users. While this
study supports the evolution of the new program, it jointly enhances the collective’s efforts and
innovative initiatives within a new academic partnership among leaders and clinical faculty
through its ongoing development. The learning and actions derived from the assessments were
guided by analysis from needs assessments and interviews as part of the developmental
evaluation and stakeholders’ experiences and feedback.
The evaluation uses the approach to collectively gather and organize the data collected
from surveys and interviews as part of the data analysis and to inform stakeholders while
supporting the innovation. Even though this example is focused on an innovation platform in the
clinical faculty development program context, it can be applied in other contexts due to the
increasing interest in multi-stakeholder platforms and the inherent challenges with evaluating
these complex systems in high uncertainty. This study can guide future mergers with academic
medical centers and community hospitals for leaders, curriculum designers, and faculty
developers
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CHAPTER ONE: INTRODUCTION
Introduction and Background
Medical school faculty are often asked to assume new academic duties for which they
have received no formal training. The influence of professional preparation, such as teacher
education programs for medical educators has been a fruitful topic in academic medicine.
However, there has been considerable growth in implementing initiatives for expanding such
professional roles, as the role and training of teaching physicians that must be reviewed and
enhanced. The nature in which medical teacher learning is similar to any teacher learning, in
which highlights the relevance on teacher professional development from a practice perspective
(Shulman, 2005). The fundamentals in which future teaching physicians are taught are often
taught through forms of professional preparation. Many years in medicine are spent in learning
how to perform like a physician, however, a less emphasis on the pragmatic skills and teaching.
In addition, health systems across the developed world are facing a multifaceted
challenge—a rapidly aging population, the relentless drive for increased quality and productivity,
and advancing technology capabilities (O’Sullivan & Irby, 2011). The United States is
experiencing a severe shortage of up to nearly 122,000 physicians by 2032 as the demand for
physicians continues to grow (AAMC, 2019), primarily due to the growth and aging of the
population and the impending retirement of older physicians (AAMC, 2019). Thus, there is an
increased need for curriculum reform, competition in the healthcare market, and competition for
clinical educators to support research. Such rivalry requires that faculty members acquire new
skills in leadership, research, and clinical teaching practices.
1

Shortage of Physicians
The United States’ population is growing and aging. As the country starts to address the
populations’ health goals, such as reducing obesity and improving blood pressure control,
Americans’ life expectancies will continue to increase. In fact, according to the U.S. Census
Bureau, the nation’s population is estimated to grow over 10% by 2032 (Association of
American Medical Colleges, [AAMC], 2019). While the population of those under 18 years of
age is only projected to grow 3.5%, the population aged 65 years and over is projected to grow
by 48% (AAMC, 2019). This is because by the year 2030, all Baby Boomers will be 65 years of
age or over. Because senior citizens have a much higher per capita rate of healthcare resources
consumption compared to younger populations, seniors’ demands for health services are
projected to be much higher (AAMC, 2020). The need for specialties like geriatric medicine will
rise; therefore, demand for physician specialties that predominately care for senior citizen will
continue to increase.
In addition, 15% of the physician workforce is currently comprised of physicians over 65
years of age and 27% of physicians are between the ages of 55 and 64. Therefore, over 40% of
the current physician workforce is close to retirement in the next decade (AAMC, 2019). Further,
physician burnout will be a contributing factor in physicians’ accelerating retirement and
reduction of work hours. The 2018 Medscape National Physician Burnout and Depression
Report indicated that 42% of physicians reported burnout, with long work hours and excess
bureaucratic tasks noted as leading causes of burnout (Peckham, 2018). The decline in average
hours worked has also been related to the trend of working part-time. Mean hours worked per
week decreased by 7.2%, from 55 to 51 hours per week, between 1996 and 2008 according to
work published in the Journal of the American Medical Association by Staiger, Auerbach and
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Beuerhaus (2010). From a numerical perspective, this decrease amounted to a loss of more than
36,000 physicians from the workforce. The evolution in physician work patterns is the strongest
indicator of projected physician supply, such as work hours and retirement, along with the shift
in the demand’s specialties.
Medical Schools
Enrollment in U.S. medical schools has grown by 31% since 2002 combined with
increases in enrollment at schools of osteopathic medicine. Overall, medical student enrollment
is now 52% higher than in 2002 (AAMC, 2019). In 2006, the AAMC called for a 30% increase
in medical student enrollment as a response to the concern of the physician shortage crisis. Since
then, class sizes have increased in medical schools, and there has been a surge in the
establishment of new medical schools. The rise in enrollment in medical schools has raised the
question of the number of residency slots. However, residency training positions following the
completion of medical school have expanded at a rate of only 1% since the congressional cap on
federal funding in the Balanced Budget Act of 1997 (AAMC, 2019). This limit prevented
funding for programs such as Medicare for graduate medical education training. However,
Medicare payments to teaching hospitals were intended to serve the diverse populations who rely
on their benefits and services, which enables those forefronts in medical research to expand on
patient care.
Teaching hospitals provide valuable services to both Medicare beneficiaries and nonbeneficiaries. The graduate medical education training of physicians and other health
professionals in teaching hospitals is key to providing the nation with its supply of high-quality
physicians as well as enhancing the quality of care provided to hospital patients (Davis, 2000).
Most of the cost of residency programs is derived from teaching hospitals. However, the
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Balanced Budget Act halted the federal revenue and had negative implications on teaching
hospitals and the number of residency positions that could be supported. This is problematic as
medical school graduates must undergo additional training in a residency program to practice
medicine. Moreover, with significant expansion in enrollment, the focus has shifted to graduate
medical education in the effort to combat the impending physician shortage.
Graduate Medical Education
Graduate medical education refers to the period of training in a particular specialty
(residency) or subspecialty (fellowships) following medical school (ACGME, 2010). Graduate
medical education is linked to formal postdoctoral work in American hospitals, which is largely
th

a 20 century phenomenon (Stevens, 1978). Physicians in training are refer as residents and
fellows, are expected to complete their training during their graduate medical education tenure
(GME), which is the formal medical post-doctoral training, in preparation for board certifications
and state licensures to practice medicine.
Accreditation
The current approach to the Accreditation Council for Graduate Medical Education
(ACGME), requires that each program be creative in showing individual residents’
improvement, which should result in improvements in the program (Joyner, 2004). Under the
ACGME, residency and fellowship programs are to adhere to the standards in place for
efficiency and compliance within those institutional and program requirements. It is no longer
acceptable to grant accreditation to institutions that demonstrates the potential to educate; rather,
institutions had to document the actual accomplishment and were held accountable when
incompliant.
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Residency Positions
While medical school schools are increasing and graduating more competent learners, the
number of residency training positions has not kept pace. A shortage of residency positions
ultimately has a big impact on the physician shortage.
Academic Medicine/Medical Center
Physicians, whether they have an academic role or not, teach daily through preventive
counseling, introducing new diagnoses, and negotiating treatment options (Stull & Duviver,
2017). Academic medicine encompasses the traditional tripartite mission of educating the next
generation of physicians and biomedical scientists, discovering causes of and cures for disease,
and advancing knowledge of patient care while caring for patients (Kanter, 2008). Therefore,
clinical teachers play a crucial role in the education of future physicians. Physicians going into
academic medicine versus private practice usually have an interest in teaching and research.
Employing academic medical centers, universities, and/or teaching hospitals will have
expectations in clinical, teaching, and research activities.
Due to the financial constraints put in place by the federal limit in the 1990s, there has
been a reduction in the financial support of university centers by state and local governments as
well as less federal funding for research. As a result, the academic model has changed. During
the past 20 years, enormous pressure has been placed on academic physicians to generate more
of their salary through patient care, thereby reducing time for research and/or teaching (Borger et
al., 2010). Additionally, with the duty hour restrictions enforced by ACGME for residency
programs, faculty involvement in inpatient care has increased, and less time can be spent on
research and teaching. Salaries to attract and recruit clinical faculty have also been challenged as
the reality of doing primarily clinical work in an academic setting could be deceiving. Among
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the challenges facing academic medicine today are physician capacity problems, the shifting
demand of clinical obligations, and expectations from teaching hospitals.
Recent health reform initiatives are stimulating higher levels of coordination and system
integration. This includes the rise of consolidation and the expansion of relationships among
academic medical centers and other hospitals. These relationships take on the many forms of
partnerships, consortiums, mergers, acquisitions, affiliations, collaborations, and joint ventures.
Among these, collaborations ranging from affiliations to acquisitions are becoming more
prevalent as a way of responding not only to delivering high-quality and low-cost care but also to
ensuring a steady flow of patients who need academic medical centers’ highly specialized care.
In 2010, approximately 20% of health-related merger and acquisition deals involved an academic
medical center, and this percentage is expected to increase (PWC, 2012). Many institutions are
responding to the emergent change in the evolving healthcare system in addition to the
transitional physician workforce’s needs.
All medical facilities, academic medical centers, teaching hospitals, community hospitals,
and other clinical enterprises have the responsibility of graduating enough competent health
professionals into medical practices and, therefore, the obligation to assure the quality and
effectiveness of the clinical learning environment. As a result, there is a developing focus on the
changing dynamics of the clinical faculty.
Defining the Study
Statement of Problem
Given the operating context, the role of clinical faculty has increasingly evolved into a
discipline of its own, particularly the development of the clinical faculty role within the various
teaching and community hospitals. Teaching hospitals are affiliated hospitals with an academic
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medical center and a medical school. Traditionally, teaching hospitals have been governed under
the social missions of clinical care, education, and research. In comparison, non-teaching
hospitals include community hospitals (Stephenson-Laws, 2017) and primarily focus on serving
the local community. While several entities are preparing to respond to the inevitable physician
shortage in the United States, many community hospitals and healthcare systems are
coordinating new care pathways through the integration of academic medical centers and new
partnerships. A subset of the health system delivery consolidation trend has included the
development of partnerships or mergers between the American Medical Colleges and community
hospitals (Fleishon et al., 2016). To help address the physician shortage crisis, several medical
schools and for-profit organizations have formed academic partnerships to address the need to
train and retain physicians within their local states. With the formation of new affiliations
between these two systems by sharing academic resources, clinical faculty from both sides are
expected to join forces to assemble a cadre of educators, professionals, researchers, and leaders.
While the expectation for integration and efficiency has been set, it remains to be seen whether
clinical faculty from both teaching and community hospitals can jointly promote academic
excellence in a teaching and learning community. Whether faculty development initiatives will
be enough to form a consortium of clinical educators through the integration of these two distinct
enterprises needs to be investigated. One such initiative is the focus of this study and the
evaluation of the training to support clinical educators is the focus.
Clinical Educator Learning Series
Clinical educators teach a variety of learners across multiple learning environments and
within multiple clinical contexts. The lack of formal training on effective teaching
methodologies in various clinical settings and time constraints are among the key challenges for
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faculty to address in high quality teaching and learning best practices, to establish a common
education taxonomy, and promote high quality teaching and learning in the clinical learning
environment. The Clinical Educator Learning Series for faculty seeks to foster the knowledge,
skills, and attitudes for enhanced teaching and learning opportunities and improved confidence in
teaching among medical education professionals. The purpose of the program within a newly
formed consortium is to further develop a culture of collaboration between USF Health, an
academic medical center, and HCA, a for-profit organization, to enhance the quality of Graduate
Medical Education programs at HCA West Florida division hospitals and create additional
opportunities to enhance the educational mission.
This faculty development program seeks to create a community of educators through
workshops and seminars across a continuum of teaching and learning. The objectives of this
program are to 1) to provide a forum for community of practice 2) to enhance confidence in
clinical teaching and 3) to offer strategies and resources for improvement of teaching practices.
The vision of this program is improving leadership and teaching best practices through an
integrated cadre of faculty about teaching and community physicians. For a new program and
new relationship in this study, evaluating the curriculum as it is being develop requires a more
adaptive model to engage in the emerging developments while delivering the program. In the
innovative stages of such complex projects, such as the HCA and USF Health consortium, with
multiple stakeholders, utilizing a comprehensive evaluation framework serves as a foundation for
the developmental needs in this study. Therefore, understanding the implementation process of
developing a program requires a developmental evaluation framework to support the context in
which the interventions are being introduced.
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This evaluation study provides an understanding of the challenges that come with developing
local clinical educators for both teaching and community physicians under the newly formed
consortium while strengthening the partnership between HCA West Florida and USF Health.
Positionality
In my role as a Graduate Medical Education project manager, I manage and oversee the
academic deliverables between two distinct enterprises: an academic medical center, USF, and a
for-profit organization mostly made up of community hospitals, HCA. With previous years in
Graduate Medical Education and as a University employee for over eight years, I acknowledge
that I bring biases to the study. As well as my proximity to the external stakeholder, Hospital
Corporate of America (HCA), I recognize the research bias, however to ensure the study free
from subjectivity that could influence results, I plan to describe a detailed approach in following
chapters along with the following introduction of the my position and relation to the participants.
The Hospital Corporation of America (HCA) and University of South Florida (USF) consortium
is a newly formed as a partnership aimed at responding to a shortage of physicians by expanding
the graduate medical education (GME) programs in the West Florida Division. The consortium
seeks to train and retain, approximately 7,000 future physicians in the state of Florida (AMMC,
2019) by the year 2025. Florida is ranked 41st nationally in the number of residency positions
per 100,000 people (AAMC, 2019).
Currently, there are 11 MD- and DO-degree-granting schools in Florida, with 47 teaching
hospitals and 3,945 residents in training (AAMC, 2020). The shortage of positions has pushed
medical school graduates to hospitals in other states. Medical doctors tend to open practices in
states where they complete their residencies, studies show. My job is to ensure that the
relationship between HCA and USF is cordial and the academic resources that are delivered from
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the six domains adhere to the affiliation agreement between the HCA and the University. These
academic resources from the six respective domains are as follows include (1) USF shared grand
rounds and resident educational conferences; (2) faculty development opportunities; (3)
collaborative faculty appointments (non-compensated); (4) GME librarian services; (5) USF
Health Center for Advanced Medical Learning and Simulation (CAMLS) programs; and (6)
research opportunities. This is a five-year affiliation agreement, and we are currently entering the
third year in 2020.
Annually, HCA pays USF a formulate amount of revenue to obtain access to the USF
academic resources needed to maintain its accreditation status through ACGME. In return,
through the expansion of GME programs, USF receives more employment opportunities through
quality and quantity improvements. HCA West Florida is corporate and relatively new to the
academic arena. Therefore, HCA GME programs require support in producing scholarly activity
of both faculty and residents/fellows, which is a common program requirement per ACGME, and
requires these educational resources to sustain their accreditation status. Among the academic
resources, under the broad domain of faculty development opportunities, is the Clinical Educator
Learning Series, which was created to develop and implement a program for fostering faculty’s
knowledge, skills, and attitudes to enhance teaching and learning opportunities and improve
confidence in teaching. There is a need for comprehensive faculty development to address
clinical leadership tasks and organizational development to promote postgraduate medical
sustainability.
As a curriculum developer in the series, I have access to the funding and all stakeholders
(faculty, lecturers, deans). Within my role, I understand the significance of this academic
deliverable in alignment with the educational missions of the collaboration of the consortium. As
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previously stated, I possess knowledge of GME through my prior working experience in higher
education and medical education administration, therefore research boas are present since I have
preexisting ideas and experiences closely related to the research topic and setting. I view the
evaluation of the Clinical Educator Learning Series as necessary for the purpose of the
consortium as an academic deliverable for both internal and external stakeholder. As the
researcher, I acknowledge my proximity to the participants, clinical faculty from both USF and
HCA, as many of the participants are familiar with me. While familiarity with the participants
may be beneficial, it may have influence during the interpretation of data, therefore a researcher
journal was used to mitigate and document the interventions.
Purpose of the Study
The purpose of this evaluation study was to support the development of the Clinical
Educator Learning Series (CELS). The faculty development program is emerging in real time,
therefore the developmental evaluation approach was used to adapt the complex role of clinical
faculty and respond to their needs, while evaluating the curriculum of the program as its being
delivered. The evaluation addressed the faculty development program. By using a developmental
evaluation (DE) framework, I sought to respond to the complex reality of clinical faculty under a
consortium; (1) to engage with multiple perspectives; (2) inform stakeholders; (3) to support the
dynamic, evolving learning program; and (4) to provide timely feedback within the program to
address gaps identified by the evaluation of the program. Following up on an initial needs
assessment that was conducted in 2019 with all clinical faculty from USF and HCA, this
evaluation included another needs assessment to establish the current needs of the newly formed
organization. Additionally, the evaluation also included a review of formative assessments
completed following CELS workshops to provide insight about ongoing curriculum
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developments. Interviews of stakeholders involved in the consortium creation, oversight, and
implementation was conducted to inform understanding of the current CELS needs and
curriculum development. Under this framework, the evaluation supported the exploration and
social innovation interventions to further support the ongoing developments in the program.
Inquiry Questions
This study used a developmental evaluation tool to evaluate the faculty development
program. The Clinical Educator Learning Series is an ongoing faculty development program,
which began with an innovation. What began as simply team meeting notes and a drawing board
into a list of ideas and topics from a conversation with my supervisor to a fully developed series
of professional learning program providing the space and opportunity for teaching and learning
for medical educators within this new consortium. While adapting effective principles of practice
to local contexts, the evaluation responded to needs of clinical faculty by enhancing the Clinical
Educator Learning Series. While working in partnership with program decision makers, through
this evaluation I examined the effectiveness of the Clinical Educator Learning Series, and I
highlighted challenges and conditions of emerging relationships within the newly formed
consortiums. In this evaluation study I explored the following questions:
1.

According to program directors and clinical faculty, what elements of the curriculum are

strong and should be maintained or enriched?
2.

What opportunities exist to complement the curriculum with additional essential elements

in the Clinical Educator Learning Series’ current curriculum?
3.

How do emerging collaborative relationships address program objectives?

With a focus on evaluation, the intent was to investigate the degree to which the program
was accomplishing the intended goals. The study evaluated the Clinical Educator Learning
12

Series (CELS), currently hosted at the Morsani College of Medicine at the University of South
Florida (MCOMUSF), an academic medical center. Participants included appointed clinical
faculty from both community and teaching hospitals and executive board members, from both
HCA and USF leadership, who oversee and manage all matters pertaining to development,
financing, operations, and quality of the current consortium.
Data collected for this evaluation study included online surveys and interviews.
Specifically, the study evaluated the stages of program development. New initiatives, such as the
Clinical Educator Learning Series, evolve and develop simultaneously, and these responses from
the stages of development often happen incrementally and informally. To help inform the
innovation, I collected feedback from both the survey and interviews for the ongoing adaption
and development of the CELS, specifically feedback about how program participants responded
to the program. I reflected on participants’ response to changes and on desired outcomes.
Therefore, the assessment of social interventions was needed, which aligns with the eight
essential development evaluation principles (Patton, 2016), which supported the ongoing
development of the program during the curriculum evaluation.
Terminology
AAMC: Association of American Medical Colleges—a nonprofit organization responsible for
the facilitation of medical students and residency programs. In addition, it administers the
Medical College Admission Test (MCAT) and operates the American College of Application
Services (AMCAS) and the Electronic Residency Application Services (ERAS).
ACGME: Accreditation of Council for Graduate Medical Education—a nonprofit organization
responsible for accrediting all graduate medical training programs for physicians in the United
States.
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GME: Graduate Medical Education—the formal medical post-doctoral training following the
completion of an M.D. or D.O. degree in the United States; this includes internships, residencies,
subspecialties, and fellowship programs, which leads to board certification and state licensures.
MD: Doctor of Medicine—a medical degree awarded upon graduation from medical schools.
DO: Doctor of Osteopathic Medicine—a medical degree awarded upon graduation from an
osteopathic medical school.
HCA: Hospital Corporation of America—a for-profit healthcare organization that is currently
the largest graduate medical education sponsor in the United States, with 244 residency programs
and more than 170 hospitals as training sites (HCA Healthcare, Graduate Medical Education,
2020)
HCA GME West FL: HCA West Florida Division currently includes nine hospitals, 44 programs,
and over 600 residents. Presently, it is the largest HCA division in the state of Florida.
ACCME: Accreditation Council for Continuing Medical Education—the accrediting body for
the educational activities and standards in physician continuing education (or lifelong learning)
within the United States.
CME: Continuing Medical Education—the educational activities that serve to maintain
competency and requirements for licensures and faculty appointment status.
Clinical Faculty: a clinician who is a teacher and a researcher—also referred to as teaching
faculty, clinical professors, clinical educators, attending physicians, and teaching physicians.
Clinical faculty can be either salaried or may teach as a volunteer.
Core Faculty: All physician faculty members who have a significant role in the education of
residents and fellows. Core faculty spend at least 15 hours per week with a resident or 10 hours
per week with a fellow in education and administration.
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Specialty/Specialties: A branch of medical practice focused on a defined group of patients,
diseases, skills, or a particular need.
Accredited Program: A residency or fellowship program that meets the criteria by the
accrediting body, ACGME.
Medical Resident: An individual who has completed medical school and is in training to
become a licensed physician. Residents generally train in a specialty for three to five years (some
specialties require a preliminary year, commonly referred to as the intern year in general
medicine training).
Primary Care Residents: Physicians-in-training in family medicine, internal medicine, and
pediatrics—may also include obstetrics, gynecology, and geriatric medicine.
Specialty Residents: Physicians-in-training in a medical specialty outside of primary care (e.g.,
diagnostic radiology).
Medical Fellows: Physicians who have completed an initial residency in a specialty and are
pursuing additional specialty training. For example, cardiology fellows complete three years of
internal medicine during residency and move on to fellowships in general cardiology with an
additional three years in the specialty. Some will be further specialized (e.g., interventional
cardiology), which will require an additional one to two years of fellowship training.
Teaching Hospital: A hospital that offers one or more accredited residency (or fellowship)
program and is thereby eligible for federal funding from the federal program for the GME
program(s). Teaching hospitals are often affiliated with a medical school.
Academic Year: The year when residents are beginning their training or moving up to the next
year beginning July 1 and ending June 30.
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CHAPTER TWO: LITERATURE REVIEW
Introduction
There is ample literature demonstrating the physician shortage in the United States.
However, the available research is limited concerning the increasing newly formed academic
partnerships between teaching and community hospitals. As these alliances accelerate to address
the needs of the physician shortage, achieving a deeper understanding of the changing roles and
relationships of the teaching physician presents additional complexity to an already perplexing
role. The demands of academic medicine continue to be another factor that places a strain on
clinical faculty along with the complex reality of physicians with academic careers in newly
formed consortiums. In response, the literature has suggested that the implementation of faculty
development programs may support and facilitate the evolving role of faculty. However, current
research is inadequate to inform stakeholders as to which direct changes may affect clinical
faculty in diverse settings within these academic integrations.
The Role of Clinical Faculty
According to Steinert et al. (2019), clinical faculty, who are also referred to as clinical
educators, teaching physicians, attending physicians, and clinical professors, are clinicians who
are teachers, researchers, and leaders in academic medicine. Clinical faculty have a significant
role in the clinical learning environment, such as teaching hospitals, medical centers, health
systems, and outpatient, inpatient, and other clinical settings including medical students,
residents, and fellows—all of whom are physicians-in-training. Employing universities have
expectations for all appointed faculty to contribute equally to the tripod pillars that support the
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educational mission: teaching, research, and administrative obligations (Coates et al., 2016). As
clinicians, their clinical responsibilities supersede their educator identity, as they primarily
identify themselves as physicians (Steinert et al., 2019). However, studies have indicated that
teaching is an integral part of clinical teachers (Irby & O'Sullivan, 2018; Steinert et al., 2010,
2019). Teacher identity is important because it influences professional development
opportunities, including their choice of career, private practice, or academic medicine, and their
roles and responsibilities. Although clinical educators may develop a sense of identity as
teachers, that identity is challenged by their identity as physicians and researchers, which can be
influenced by the group and institution in which they practice teaching.
A lack of formal training in teaching can also discourage clinical faculty from pursuing or
contributing efforts in curriculum and instruction. In the absence of formal teaching training, the
majority of clinical faculty are likely to learn their trade on the job (Cantillon et al., 2019),
learning to teach not through education in their content but rather through observing it being
taught (Irby & Wilkerson, 1998). Furthermore, time constraints due to clinical obligations
(Damp et al., 2016) may discourage effective teaching. Shulman (2005) argues the study of
signature pedagogies is a way of systematically following teachers in the learning and using their
feedback to redesign teacher education programs and professional development. This attests to
the significance of how medical professionals, specifically clinical physicians, are trained for
their professions and the forms of professional preparation. As a teacher, teaching in a clinical
setting is one of the many responsibilities of the busy clinician (Damp et al., 2016).
All medical institutions have the responsibility to graduate competent health
professionals into professional practices and, therefore, have an obligation to assure the quality
and effectiveness of their students’ clinical teaching (Blitz et al., 2018). As a result, there is
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growing concern as to how to support clinical teachers. However, the lack of incentives, such as
deficits in pay, may dissuade clinicians from prioritizing teaching. When health systems and
organizations are driven on clinician revenue, their priorities are established, making it more
challenging for the busy clinical physician to implement knowledge of teaching concepts and
strategies or to instill confidence in their teaching. Clinical faculty are often overwhelmed by the
high clinical demands that do not adequately account for reduced work capacity when teaching
learners in various clinical settings. Several researchers have highlighted the complex demands
of clinical faculty (Broderick & Nocella, 2012; Lake & Bell, 2016; Steinert et al., 2009;
Steinmann et al., 2009). Steinert (2019) and Simpson et al. (2019) identified clinical faculty as
serving a critical role in the education of future physicians. Without supporting the educator
within the clinical faculty context, the quality of the clinical learning environment is
unsustainable for future physicians-in-training
Clinical Faculty in Teaching Hospitals
A teaching hospital provides medical education and clinical training to current and future
health professionals. Teaching hospitals are often affiliated with medical schools or a university
and bring together state-of-the-art research, innovation, and the latest advances in medicine in an
exceptional learning environment (AAMC, Teaching Hospital Sustainability, 2020),) Teaching
hospitals are also referred to as an academic medical center. All academic medical centers focus
on patient care, teaching, and research (Health Research Institution, 2012). According to the
American Association for Medical Colleges (AAMC), teaching hospitals provide care for
patients’ complex issues (AAMC, Teaching Hospital Sustainability, 2020), indigent populations,
and underserved urban communities; they also represent the majority of level 1 trauma centers
(Ayanian & Weissman, 2002) and transplant centers, giving the next generation of physicians a

18

more robust clinical training. Although teaching hospitals represent only one in five U.S.
hospitals (AHA, 2018), they serve some of the nation’s most vulnerable populations while also
developing future health professionals. Clinical faculty in teaching hospitals play a significant
role in patient care and the culture of medicine through their instruction, supervision, and
leadership. These teaching physicians mold the attitudes and culture of the next generation by
allowing learners to practice their education in the workplace, the teaching hospital.
Teaching hospitals rely on physician educators to produce competent and efficient
physicians-in-training to sustain their medical and academic excellence. Physicians-in-training,
also referred to as residents and fellows, are expected to complete their training during their
GME tenure, which is the formal medical post-doctoral training in preparation for board
certifications and state licensures to practice medicine. Clinical faculty are expected to teach
residents and fellows, conduct research, and contribute to administrative tasks, all while
maintaining clinician responsibilities. As institutions and individual disciplines strive to educate
medical teachers, researchers, and administrators for their evolving and current responsibilities,
the competencies of faculty members are continuously being redefined (McLean et al., 2008).
Several studies (Blitz et al., 2018; Steinert et al., 2019, O’ Sullivan & Irby, 2011) have
highlighted the complex demands placed on clinical faculty, emphasizing the changing roles and
work tasks related to healthcare reform. Emerging clinical faculty are often overwhelmed by
high clinical productivity standards, which are not taken into consideration when accounting for
decreased productivity when teaching learners in clinical settings.
Community Hospitals
Non-teaching hospitals include community hospitals. Community hospitals are
recognized as serving a local area with a mission to provide primary or essential health services
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to meet the medical needs of their respective communities. Generally, these hospitals are smaller,
have limited space and resources, and are predominately in rural areas (Pitchford et al., 2017).
Although community hospitals are not commonly recognized for medical advancements, they
remain significant and vital to the entire healthcare system for geographically displaced
communities. Community hospitals fill a critical and complementary role for the nation,
accounting for approximately 80% of all hospital admissions each year and serving as the
primary site for healthcare in most communities (Health Research Institute, 2012).
Recent health reform initiatives have ignited the trend of healthcare systems integration.
The literature illustrates the consolidation and expansion of healthcare systems, such as teaching
hospitals and community hospitals. For instance, Blitz et al. (2018) identified the expansion to
rural communities as a response to the challenge of expanding clinical faculty from traditional
academic teaching hospitals due to the impact on those community physicians with limited
resources and the geographically distant education institutions they serve. The expansion and
geographic location present additional barriers for community physicians’ engagement and
validity.
The recent trend of teaching hospitals and medical schools, also called academic medical
centers, has embarked on new pathways, mergers, and partnerships with their community
hospital peers in response to economic pressures and initiative efforts (Fleishon et al., 2017).
However, community physicians differ from the clinical faculty associated with a teaching
hospital, as community physicians are generally not interested in or concerned with the
responsibility of non-medical day-to-day administrative tasks (Eskin, 1979). In addition,
community hospitals are known as locations where physicians may mainly practice clinical
medicine and refrain from being involved in education and research. Therefore, as health
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systems between teaching and community hospitals continue to merge, a major challenge
concerns how nonacademic clinical faculty from community hospitals and nonacademic
hospitals, who once focused exclusively on patient care, are asked to transition into new
education and academic roles (Topps & Strasser, 2010).
Community Physicians in Community Hospitals
Physicians in community settings are typically general practitioners and consider patient
care their top priority, after which educational and research activities may follow. Topps and
Stasser (2010) argued that the use of community hospitals as a critical and complementary role,
serving as the primary sites for healthcare in most communities, in a strategic response can be
successful with considerations. These include accounting for the institutional culture, human,
physical, and financial resources, and support for ongoing educational activities. Emphasizing
functional integration, Topps and Stasser (2010) also urged transparency, a collective spirit in
strategic planning, and shared visions between non-university and academic medical centers. A
call for supporting accredited education activities is also highlighted in the literature as a key
component in shared visions. Clinical leaders and organizations must endorse educational
activities (Baldwin et al., 2017) and the provision of educational tools (Steinert et al., 2009). For
academic medical centers, these resources and tools are more accessible, as many university
settings are equipped to develop and respond to educational initiatives, such as faculty
development programs. Constant reminders and frequent contact in combination with precise,
well-timed faculty development activities are required in non-university settings to encourage
busy practitioners’ buy-in to participate in teaching activities. Topps and Strasser (2010)
illustrate the growing pains among the new territory for community hospitals in relation to the
educational component. The academic component is not yet explicit for those community
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physicians, as they mitigate their new role to adhere to the triple mission of clinical care,
education, and research.
Along with the growing number of consortia agreements, employing universities provide
faculty appointments to physicians in recognition of their contribution to the medical school’s
mission. As a faculty member of academic medicine, the expectations then transform a
community physician into a clinical faculty member. Community physicians may need to
upgrade educational and technical skill requirements (Topps & Strasser, 2010) to meet programspecific standards. Clinical faculty at community hospitals require a significant amount of
support to embrace their new roles in medical education. However, physicians with many patient
care responsibilities may have a difficult time meeting the promotion criteria due to limited
support and/or time.
Faculty Development
Faculty development in medical education began in the 1950s (O’Sullivan & Irby, 2011)
with the purpose of preparing academic faculty members for teaching. Traditionally, faculty
development is believed to improve participants’ teaching behaviors and effectiveness (Bar-on &
Konopasek, 2014). Faculty development refers to any planned activities designed to improve an
individual’s knowledge, skills, and attitude in areas related to the roles and responsibilities of a
faculty member (e.g., education, research, administration) at all levels, from the individual
learner to the broader educational system. Faculty development sessions are delivered in the
form of workshops (46%), seminar series (19%), short courses (11%), longitudinal programs
such as fellowships (10%), or another format of e-learning (Cook & Steinert, 2013; Meyer, 2014;
Steinert et al., 2009).
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A review of the literature suggests that the educational component integration for community
hospitals will be much easier if the partner organizations and communications focus on
collaborative strategic planning and develop a shared vision (Topps & Strasser, 2010). Support
for educational activities is essential for the development of a growing, integrated, communityengaged medical education. Faculty development is one mechanism for improving the
institutional competencies of educators (O’Sullivan & Irby, 2011) and promoting coherence in
academic excellence. Faculty development, or staff development as it is often called, refers to all
activities that healthcare professionals pursue to improve their knowledge, skills, and behaviors
as teachers and educators, leaders and managers, and researchers and scholars in both individual
and group settings (Steinert, 2014). The general goal of faculty is to teach faculty members the
skills relevant to their institutional and faculty position and to sustain their vitality (Steinert et al.,
2009).
Based on the research conducted by Steinert (2009, 2011, 2014), faculty development can
provide individuals with knowledge and skills in teaching and learning as well as reinforce or
alter attitudes and beliefs in leadership and administration, research, and scholarly competency.
The domains of faculty development include teaching effectiveness, leadership and management,
research capacity building, academic and career development, and organizational change
(Steinert, 2014). To meet the mission and goals of the institution in terms of its social and moral
responsibility to the community it serves, McLean et al. (2008) argued that a more
comprehensive definition of faculty development at an institutional level in the 21st century will
include the personal and professional development of teachers, clinicians, researchers, and
administrators.
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Faculty development can promote a culture of change by helping to develop institutional policies
that support and reward excellence, recognize innovation and scholarship, and enable career
advancement.
Graduate Medical Education
Over 125 years ago, formal education was not required for the practice of medicine.
In 1875, there were no requirements for medical physicians’ licensing (Joyner, 2004) before the
American Association of Medical Colleges was founded in 1876. William Halsted created the
first American surgical residency program in 1889 at the Johns Hopkins School of Medicine.
Medical trainees were called “residents” or “house staff” because they were required to live in
the hospital. The reference has carried on to today’s clinical settings, as physicians-in-training
are still referred to as residents and house staff.
Simultaneously, the American Medical Association (AMA) was founded in 1847 and
incorporated in 1897 as the largest association of physicians and medical students in the United
States (AMA, 2019). The AMA’s mission is to promote the art and science of medicine and the
betterment of public health. To regulate the medical industry, the AMA commissioned Abraham
Flexner to review medical schools in the United States and Canada, and he undertook the
investigation for the Carnegie Foundation for the Advancement of Teaching. Flexner was a
Johns Hopkins graduate, had received a German-style research education with intensive
laboratory work (Stahnish & Veroef, 2012), and produced the Flexner Report (1910). This report
provided a commendatory status of the condition of medical education in the early 1900s, which
is recognized as a part of today’s medical education curriculum.
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Regulation and Accreditation
Preceding the implementation of formalizing medical education, resident regulations
began. The accidental death of Libby Zion in 1984 due to a medical error at the hands of an
intern, a physician-in-training in a teaching hospital in New York, initiated the system of training
and supervising young doctors that has continued to come under the scrutinizing eye of the
public. The young doctor was on the 18th consecutive hour of being on-call when they
responded to the patient. The incidental death of Andy Warhol, who died in his post-operative
sleep, also caused some concerns, as an intern was later confirmed to be the cause of the failed
reevaluation of medical history. Coincidentally, Andy Warhol’s death occurred at the same
teaching hospital as the notable case of Libby Zion. The American public had become
increasingly displeased with the incompetence of doctors who were graduating from accredited
residency training programs (Joyner, 2004). Eighty years after the start of formalized medical
school training, in 1981, the Accreditation Council for Graduate Medical Education (ACGME)
was established, following the Liaison Committee for Graduate Medical Education’s (LCGME)
creation in 1972, with the mission to improve healthcare and population health by evaluating and
advancing the quality of resident education through accreditation.
With the mission of ensuring quality, ACGME endorsed the Outcome Project Advisory
Committee’s proposal in 1999 to identify six general core competencies in response to the need
for developing methods for assessing competency-based learning objectives: (1) patient care, (2)
medical knowledge, (3) professionalism, (4) systems-based practice, (5) practice-based learning,
and (6) interpersonal and communication skills (Kavic, 2002). This enforcement of the core
competencies shifted the learning environment in residency programs by creating competency
parameters to demonstrate the learning achievement through educational outcome assessments.
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ACGME has continued to shift the educational experience of residents and fellows by
implementing duty-hour limits for intellectual stimulation and satisfaction with faculty metrics.
Residency Positions
The stagnant number of resident positions is also related to the cap on federal funding,
which has been frozen at a level similar to the year 1997. Medicare covers the majority of the
cost that teaching hospitals pay in training medical residents and has historically paid for 21% of
overall training (AAMC, 2019). Since residency positions has been limited, hospitals have been
responsible for the paying the bill. However, hospitals cannot pay the entire cost of residents’
education (estimated at about $171,855 per year per resident on average according to AAMC
data). Recently, a House bill known as the Resident Physician Shortage Reduction Act of 2019
(H.R. 1763) was introduced with the goal of increasing the number of residency positions that
would be eligible for graduate medical education payments under Medicare for qualifying
hospitals. This bill allows for an aggregate increase of 3,000 positions per fiscal year for five
years (116th Congress, 2019–2020).
The 2019 Main Residency Match was larger than the years preceding it, according to the
National Resident Match Program (NRMP); a record-high total of 38,376 applicants submitted
program choices for 35,185 positions. Approximately 8.3% of medical students did not fill a
residency slot. However, the number of those available for the first year, the Post-Graduate Year
(PGY-1), demonstrated a slight increase of 6.5% (1,962) from 2018 (NRMP, 2019).The data
reflects the discrepancy between the supply in medical school graduates and the demand for
residency slots. A bill that would potentially provide 15,000 Medicare-supported residency
positions starting 2021 awaits action in both the Senate and House (GovTrack, 2020). The
legislation would prioritize the supply of new residency positions to teaching hospitals as
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follows: hospitals in states with new medical schools or branch campuses; hospitals exceeding
their graduate medical education residency slot cap; hospitals affiliated with Veterans Affairs
medical centers; hospitals that emphasize training in community-based settings or hospital
outpatient departments; hospitals that operate an approved “rural track” program in a non-rural
area; and then all other hospitals (AHA, 2019).The 2019 Main Residency Match was larger than
the years preceding it, according to the National Resident Match Program (NRMP); a recordhigh total of 38,376 applicants submitted program choices for 35,185 positions. Approximately
8.3% of medical students did not fill a residency slot. However, the number of those available for
the first year, the Post-Graduate Year (PGY-1), demonstrated a slight increase of 6.5% (1,962)
from 2018 (NRMP, 2019).
ACGME
Clinical faculty are critical to the success of the education of residents and fellows. They
strengthen the training programs’ leadership in developing, implementing, and assessing
curriculum and in guiding the progress of physicians-in-training toward achieving competence in
the specialty. Faculty members are the most important resource, as they invest in students’
growth and development, which is essential for promoting innovation and excellence at all levels
of the educational continuum (Steinert et al., 2016). The value in faculty development is
recognized by the ACGME, the sanctioning body responsible for all graduate medical training
programs for physicians in the United States. The ACGME (2018) Common Program
Requirements are standards put in place to sustain program accreditation for training and
preparing future physicians. ACGME (Common Program Requirements, 2020) mandates
opportunities for faculty engagement in program and faculty professional development,
including that faculty members must: (a) be role models of professionalism; (b) demonstrate a
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commitment to the delivery of safe, quality, cost-effective, patient-centered care; (c) demonstrate
a strong interest in the education of residents/fellows; (d) devote sufficient time to the
educational program to fulfill their supervisory and teaching responsibilities; (e) administer and
maintain an educational environment conducive to educating residents/fellows; (f) regularly
participate in organized clinical discussions, (grand) rounds, journal clubs, and conferences; and
(g) pursue faculty development designed to enhance their skills at least annually. The last
requirement is a new requirement, effective as of July 2019, necessitating that faculty pursue
development designed to enhance their skills as educators. Being a content expert is no longer
sufficient for faculty roles (Irby & Wilkerson, 1998); now, the expectation for accreditation is a
response to the ever-changing evolution of medicine and the need for enhancements in clinical
competencies as clinical educators.
While accreditation drives professionalization as a regulation, institutions still need to
ensure their faculty development programs are providing adequate and practical best practices
for ensuring effective training, learning outcomes, and opportunities. To support the evolving
roles and expectations of educators, the accrediting body has recognized the need for faculty
development. ACGME acknowledges, recognizes, and supports the clinical faculty identities and
purposes that a clinician educator must integrate into faculty development efforts. Steinert et al.
(2019) emphasized the importance of the educator role as an essential part of clinical faculty.
Within this multi-faceted initiative, faculty development activities must, therefore, address not
only the skill acquisition needed for new curricula but also tackle the changing attitudes and
organizational culture (Carraccio et al., 2002). O’Sullivan and Irby (2011) shows that the
strengthening of educator roles will require an understanding of the institutional and
organizational culture. This observation is an additional call for faculty development efforts in
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addressing organizational culture. A broader focus would benefit both individual clinical faculty
and the organization in which they work for both community and teaching institutions.
Organizational Culture and Clinical Leadership
O’Sullivan and Irby (2011) proposed a model for research on faculty development
grounded in social systems and focused on two communities of practice: the faculty development
community and the workplace community. Instead of maintaining an exclusive focus on
individual faculty members, the focus should be placed on the context (or environment) in which
faculty members work (O'Sullivan & Irby, 2011). Another study conducted a national survey of
faculty development programs in the departments of medicine of U.S. teaching hospitals and
found an emerging theme of culture (Clark et al, 2004). Central to the concept of culture was
how faculty and institutions supported and valued teaching. The study suggested that culture was
both a barrier and enabler based on responses.
As described, the demands for clinical productivity and the lack of recognition for
teaching efforts were viewed as noteworthy barriers to faculty development for teaching and
non-teaching hospitals. Although, the literature specifies that many teaching hospitals with a
primary medical school affiliation were more likely to have ongoing faculty development than
non-university hospitals (Clark et al., 2004). The reason for institutional inertia in professional
programs derives from the university status and accessible resources; however, studies suggest
non-teaching, community physicians may experience multiple barriers in participating in faculty
development, which include the timing of activities (Damp et al., 2016), supervisor attitudes
about participation (Clark et al., 2004), lack of incentives (Muganlinskaya et al., 2019), and
geographic dislocation (Blitz et al., 2018). This suggests that faculty development programs
should employ strategies to reach these groups. In addition, this presents opportunities for
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implementing and improving academic partnerships’ faculty development programs. Critical
areas of attention include institutional cultures and organizational leadership. The literature
highlighted the importance of ensuring strong support from all levels of leadership with a
commitment to protecting time for participation in programs and incentives.
The organizational culture either supports or inhibits educational change through the
enacted values of the organization (O'Sullivan & Irby, 2011). Few studies have examined the
incentives and support of teaching and leadership through the organization and culture of
teaching and non-teaching hospitals. Understanding the relationship between organizational
factors and quality of care in teaching and non-teaching hospitals could help guide efforts to
improve quality in both types of hospitals (Ayanian & Weissman, 2002). Calls for change in
medical education have recognized culture as a powerfully influential force in institutional
leadership. McLean et al. (2008) referred to faculty development as change requiring an open
and cooperative organizational culture of learning and responding to needs. Strong leadership
and institutional support in shifting attitudes toward the value of and the need for incentives are
recognized in the literature as necessary for further success in faculty development efforts (Clark
et al., 2004; Irby & Wilkerson, 2003). Faculty development programs can have a positive effect
on organizational culture as well as on individual faculty values (Steinert, 2014). Therefore,
faculty development programs must address the competencies needed for new curricula while
also tackling a change in attitudes and organizational culture.
Curriculum Planning and Faculty Development Program
Curriculum building is a dynamic, evolving learning process of ongoing evaluation and
modification (Chandran et al., 2017). A program refers to the curriculum, content, activities, and
experiences of the faculty development opportunity. O’Sullivan and Irby (2011) recommended
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that faculty development programs be guided by best evidence and by needs assessments. There
is evidence that suggests the relevance of curriculum planning in faculty development programs.
Studies indicate that one of the early stages of curriculum change should focus on addressing
organizational culture and assessing the need for change (Steinert, 2011). Research has shown
that to build a sustainable program, curriculum planning needs to involve the participants who
drive the learning. Chandran et al.’s (2017) national longitudinal study on faculty development
curricula suggested a successful curriculum needs not only a sound and principled design but
also well-built educational tools to help learners plan, organize, and document their efforts.
Further conclusions can be drawn from the literature, for instance, it is recommended to
create a systematically planned and implemented planning process program (McLean et al.,
2008; O’Sullivan & Irby, 2011; de Carvalho-Filho et al., 2018) that is learner-centered while
promoting educational scholarship (Baldwin et al., 2017) and the value of creating a
developmental and integrated curriculum for moving faculty development into scholarship. As
an additional benefit, participants involved in faculty development often collaborate with other
teachers or staff members, where relationships and networks are formed in the workplace and
align with a community of practice model for scholarship generation from faculty development
efforts. Evidence shows that implementing a community of practice for faculty development may
offer an effective and sustainable approach to knowledge management and the implementation of
best practices for educators. Communities of practice support the notion that learning is a social
enterprise (Wenger, 1996). Within this social innovation, participation in faculty development
programs will offer an entry into a new social and intellectual community. The support from
establishing a community of practice for faculty development, as Steiner (2010) explained, can
improve faculty development further and change the culture toward evidence-informed

31

educational practice. Through the literature, there is convincing evidence that innovative
initiatives improve learning and teaching satisfaction (Cohen et al., 2000; Irby & Wilkerson,
2003). To support educational innovation, curriculum development will need to support a
dynamic, evolving learning program that is based on evaluation and feedback from stakeholders.
Based on multiple studies, program development in curriculum planning is described as an
iterative process, including working communities, continuous efforts in assessing learner needs
and achievements, and documenting outcomes of the program while adapting to the complex
changes of the evolving roles and responsibilities of learners in a strategized developmental
initiative.
Influential Factors
Communities of teaching and networks of relationships, as discussed in the literature, are
greatly influenced by the culture and leadership of an organization on all levels. The outcomes
and impacts of faculty development are situated at various levels, ranging from the individual to
the institutional and cultural levels (Fernandez & Audétat, 2019). Kogan (2017) suggested that
change can be successful only when individuals are committed to executing the change in their
practice and are convinced by the relevance and benefit of what they have learned. Change
agents are supported when participants significantly improve their self-perceived identities.
Internal influences on curriculum development include participants’ participation, engagement,
and contribution throughout the development of clinical teacher identity. Nurturing faculty
educators as scholars strengthens future clinical leaders and facilitators of faculty development.
Furthermore, as indicated by Cruess et al. (2014), the tripartite professional identity of educator,
scholar, and clinician is in constant development while responding to the current healthcare
transformation pressures and demands.
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External Factors
Cultural evolution in medical education is inevitable, and external pressures in
curriculum reforms are unavoidable. Creating a sense of belonging through faculty development
in the shared identity of educators and leaders, the social enterprise creates a space of generated
knowledge and meaningful practices. Communities of practice are significant at the individual
level, motivating and contributing to the teacher identity (Steinert et al., 2019). Additionally, it
creates a community of practice among educators, peers, and co-creators. The goal of the faculty
development community of practices is to provide a collaborative atmosphere. External influence
in curriculum development for programs influences the institutional culture in a way that
embraces and supports the improvement of educational practices.
Moreover, organizational context has a considerable influence on faculty development
programs (Baldwin et al., 2017). Individuals who participate in faculty development need to be
supported within their institutions. Steinert (1998, 2014) argued that assessing learners’ needs in
curriculum planning as well as identifying the elements of effective leaders within their own
organization utilizes both internal and external perspectives and is recommended as part of the
developmental process. This requires strong advocacy to create changes in academic reward and
support policies, provide a clear career trajectory for educators using learning analytics, expand
programs for faculty development, support healthcare professionals’ educational scholarship
units and academies of medical educators, and create mechanisms to ensure high standards for
all educators. Steinert (2011) highlighted this constant evolving role for clinical faculty and how
it occurs at multiple levels. Within this adaptive developmental process of support at the
individual level, there are limitations to the evaluation component. Program evaluation models
fail to consider the multiple and unpredictable changes that occur while developing the program
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(Fernandez & Audétat, 2019). Thus, the evolving nature of faculty development programs as
they adapt to curriculum reform and innovation requires a better evaluation model that captures
its complexity.
Theoretical Framework
In an educational scope, programs require instructional development, such as curriculum
planning and evaluation, while managing and stimulating curricula change (Irby & Wilkerson,
1998) and promoting educational improvement at the institutional level. A repeated theme in the
literature on faculty development programs is the limitation of real-time evaluation (Irby &
Wilkerson, 1998; Steinert et al., 2006; McLean et al., 2008) and the lack of supportive data for
ongoing outcomes. Some studies have reported the use of Kirkpatrick’s (1987) model of
evaluation in the deployment of a program evaluation plan. One example (Baldwin et al., 2017)
demonstrated that a faculty development program embedded within a national professional
organization had a unique impact and achieved Kirkpatrick’s highest level of program
evaluation—namely, results. Steinert et al.’s (2006) systematic review of 53 studies on the
impact of faculty development programs on teaching effectiveness found that 74% of the study
outcomes were classified as reaction outcomes according to Kirkpatrick's framework
(Kirkpatrick & Kirkpatrick, 2006). However, there is a need to evaluate faculty development
outcomes at the higher levels of Kirkpatrick’s (1987) model of evaluation (Steinert et al., 2006).
Evaluating the impact of faculty development is important and trying to develop a program that
demonstrates the value and a confident answer to whether it works is one of the nuances
identified in the literature. Haji et al. (2013) argued that the standard program evaluation, as the
dominant approach to assessing programs’ merit or worth, should not be a stand-alone method;
rather, it should move beyond asking whether it worked or not and engage in the process to
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generate a sound understanding of the relationships and evolving contexts.
There is little understanding about how, why, and in what circumstances the Kirkpatrick
(Kirkpatrick, 1987) framework and self-report outcome measures capture the extent of the
ambiguity of evaluation in complex interventions. Knowledge gains and other self-reported
metrics have been shown to be biased methods with questionable validity. Some studies have
described how formative evaluations guide curriculum refinement and process improvement.
Additionally, summative evaluations have shown that faculty were satisfied with programming.
The literature also supports the proposal of post-program evaluations with the intent to measure
the curriculum’s impact, administration, satisfaction, content relevance, and applicability to
clinical practice (Fornari et al., 2018). The evaluation literature for these programs provides
some guidance in expectations and implementation. However, learning from the implications of
earlier programs is imperative and necessary in development. Hatem et al. (2009) summarized
ten strategic steps in developing a program:
1. Defining an operating philosophy, values, and goals.
2. Establishing a curriculum that reflects the roles and responsibilities of fellows and faculty.
3. Employing a basic approach to adult learning.
4. Striving to achieve a balance between stated objectives and openness of discussion.
5. Creating optimum learning opportunities for the fellows to acquire and practice skills
delineated in the curriculum.
6. Fostering interdisciplinary communication, team development, and the creation of a learning
community.
7. Developing mindfulness and critical self-reflection.
8. Systematically reviewing each session.
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9. Evaluating fellowship outcomes.
10. Planning for the future.
Designing a program that allows for analysis of the multiple facets of intervention is
important to understanding the potential interaction between the intervention and the context in
which it is implemented. Process evaluation is well suited for understanding how the intervention
interrelates with the specific context, conditions, or change. Furthermore, Fernandez and
Audétat, (2019) emphasizes the importance of evaluating programs not occasionally but
continuously to assess that the needs of the participants and the institutional environment are
met. Evaluation can be used as a pulse check for innovative initiatives and the developmental
relevance in a program; therefore, the evaluation literature supports the importance of the
ongoing process of continuous improvement.
The need for a rapid response based on evaluation is not only for stabilizing the
program’s relevance and innovative purposes but for providing leaders and institutions with realtime data supporting the contributions of programs at the individual and organizational levels.
The argument for developing a longitudinal faculty development program is included in the
literature (Steinert, 2014) as the acknowledgment of establishing the vitality of learners and
communities of practice in addition to the collective spirit of organization support for
educational suitability. Developing a longitudinal faculty development program is important for
incorporating a more comprehensive curriculum that addresses the need to produce well-rounded
healthcare professionals and leaders. Studies have suggested that although empirical evidence
has been shown to support the necessity, the diversity among hospitals, institutions, stakeholders,
and outcomes highlights the need for further evaluation and flexible methods to capture the
complexity of the impact of faculty development.
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Adaptations are largely driven by new learning and by changes in participants, partners,
and contexts (Gamble, 2011). Therefore, participants should play a significant role in goal setting
in programs; however, participants change as well as the learning, conditions, and context.
Navigating the changing waters in developing and designing a program requires reengineering
and creating in a flexible approach that supports diversity outcomes and development changes.
Using a developmental evaluation (Patton, 1994, 2011) for navigating through developments to
support the collaborative purpose and adaptive nature may also support innovation within the
context of uncertainty. Within this methodology, the evaluator is immersed in the developments,
which takes more of a responsive, collaborative, adaptive approach to evaluation. This capacity
supports innovation development to facilitate adaptation to emergent and dynamic realities in
complex environments.
Developmental evaluation is a disposition by nature that seeks to design goals and ask
what works for whom and in what circumstances (Gamble, 2006). Developmental evaluation
introduces innovation and mutual adaption through the processes of asking evaluative questions,
applying, and evaluating logic, and gathering and reporting data to inform stakeholders in realtime (Patton, 2008). The evaluator collaboratively works with facilitators and designers, and the
role of the evaluator extends beyond data collection and analysis, as the evaluator actively
intervenes to construct the developing course. In addition, the role at minimum requires a level
of credibility, elements of leadership, an understanding of the relationships and the culture of
stakeholders, and strategic and analytical skills (Gamble, 2011). Along with an intention to drive
the purpose and serve the initiative, an evaluator will have a better position in developing a
design.
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The evaluation of educational programs requires a very different skillset than typically possessed
by designers, teachers, or educators (Patton 2008); it requires a multi-faceted grasp of the impact
the variables may have on the outcomes of an educational program.
Evaluation and Assessment of Needs
In this context, the recommendations, and principles of good practice for faculty
development that have emerged highlight the need for broader and sustainable impacts on
programs. Recommendations include a broader range of teaching methodologies for the evolving
learner as the clinical faculty role continues to become more diversified. Faculty development
programs need to be longitudinal and subject to continuous quality improvement. However,
despite considerable resources, little is known about the effect of faculty development programs’
impact on clinical teaching in specific learning environments. Several studies of health science
programs have concluded the importance of gaining a holistic view of a program to better clarify
the relationship between interventions, multiple outcomes, and broader impacts (Haji et al.,
2013; Frye & Hemmer, 2012). Real-time implementation to identify potential influences of
contextual factors on the progress of development is also relevant information for program
sustainability. Thus, evaluation-design-based research can provide valuable contributions to the
field of innovative initiatives.
Faculty development is essential for renewing and assisting faculty in maintaining
instructional effectiveness and adapting to innovations in evolving healthcare reforms. Clinical
faculty face multiple systemic challenges, including healthcare reforms and pressures, and there
is a high degree of uncertainty about the path forward. The role of clinical faculty is always in a
state of change, but change is not necessarily linear nor a response to progress; instead, it is
adaptation. The ongoing developmental process of incremental change, informed by real-time
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data and judgment, has led to significant cumulative evolution of programming, which impacts
the learning organization (Patton, 2008). The achievement of educational excellence
fundamentally depends on the effectiveness of educators. To maintain faculty vitality and fidelity
to home institutions, it is imperative to offer faculty development opportunities. For this purpose,
McLean et al. (2008) emphasized the importance of a need’s assessment as a part of the process
of curriculum planning for faculty development programs. Needs assessment data is essential to
inform the curriculum, not only developing but driving the curriculum as a part of the continuous
quality improvement initiative. Needs assessment data is also critical to consider the array of
learners that arrive from various backgrounds in clinical learning environments. In this context,
needs assessments are a useful approach to accurately identifying the knowledge and skill gaps
among trainees (Cox et al., 2010). They provide information in real-time for justifying
contributions from educational institutions’ investments in faculty development to support
multiple missions.
Promoting excellence in the delivery of healthcare education is a priority for health
professionals but can be challenging. To address this challenge, a longitudinal endeavor that
enacts cultural change in a linear and systemic approach is not enough. Well-designed needs
assessment strategies are essential elements of effective professional program planning. Ongoing
program evaluation research assessing quality and impact is also necessary; however, it may
insufficiently capture the complexity of the outcomes and impact of faculty development. A
more adaptive assessment concept, such as developmental evaluation, may provide critical
information related to the program’s content and delivery for program implementation.
Furthermore, within an academic partnership, a faculty development program presents an
interactive platform where shared purposes and ideas can be expressed. The fundamental
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principle of training together may lead to a better understanding of the respective roles and
support enactment of collaborative practice. Therefore, enabling a collaborative environment and
evaluating faculty development have a far-reaching and complex impact on how professionals
interact with each other while working at their respective healthcare institutions. There is a call
for a new practice evolution model for the utilization of adaptive evaluation that embraces the
evolving clinical faculty at the individual level in addition to contributing to shaping the
intuitional norms and practices. Their mutual impact cannot be ignored, and the evolving
relationships, roles, and resources subjected to shifting demands of reforms add another layer of
complexity for the clinical faculty. The literature illustrates the impact faculty development
programs have at the individual and organizational levels, potentially playing a critical role in
cultural change; in addition, emphasize the call for research to assess the individual and
institutional outcomes as a social inquiry. Further research is needed on the use of an evaluation
initiative as not simply a part of quality assurance but as a key in feedback and developmental
design. Evaluating programming with the goal of developing is a process that may provide
practical benefits, challenges, and best practices in implementing innovative programs with
multiple complex variables.
Overview of the Current State
Given the complex context, the role of clinical faculty has steadily evolved into a
discipline of its own. Further, the development of the clinical faculty role within the various
clinical learning environments, such as teaching and community hospitals, has changed even
more so. Academic integrations between academic medical centers and community hospitals is
trending as a response to the national physician shortage (AAMC, 2019). Through these new
academic partnerships, clinical faculty from both sides are expected to join forces to assemble a
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team of educators and leaders. While academic medical centers are familiar with the educational
component in academic success, community hospitals may struggle with the new territory of
academic expectations. Little research is available on these new academic partnerships,
specifically as they relate to the clinical faculty. The literature has highlighted the significance of
the role of clinical faculty within individual enterprises; however, there are limitations related to
newly formed consortiums.
Implications from the literature suggest that the creation of faculty development
programs crafts a collaborative space and an educational pillar for future educators and leaders.
Studies have shown that sustainable implementation depends on the constant assessment of
stakeholder experiences and the monitoring of outcomes through meaningful feedback and
program changes as needed. Throughout all stages of implementing a course, as the process is
the outcome, an evaluator plays a significant role in the program’s development. Specifically,
developmental evaluation positions the evaluator as a change agent in sustaining innovation
through complexity. The evaluator aids by helping inform decision making and facilitates
learning. In support of the longitudinal endeavor, complexities of the healthcare profession
context, evolving realities, and shifting demands call for a developmental orientation to design
and evaluation.
Future Directions
The call for a comprehensive faculty development program in response to the reforms in
medical education and the evolving role of clinical faculty in education is apparent.
Implementation information plays a critical part in the accurate interpretation of evaluation
outcomes. Therefore, implementation studies can be powerful in designing and developing
change. While faculty development programs that improve teaching and educational behaviors
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show promise, to make effective use of them and receive support across all levels in an
organization, program development may benefit from a needs assessment to determine which
particular skills associated with the learner need to be enhanced. Furthermore, Steinert et al.
(2006) indicated that the context in which the faculty development program is offered is a key
element in producing desired outcomes. The context in this regard refers to curriculum planning
specifically designed to match the needs of groups of faculty members.
Medical institutions are investing in a wide range of faculty development programs to
boost confidence and sustain the academic careers of their faculty (Irby & Wilkerson, 2003).
Through the literature, there is convincing evidence for innovative initiatives to improve
teaching and learning satisfaction (Cohen et al., 2000; Irby & Wilkerson, 2003). In support of
educational innovation, curriculum development in faculty development will need to support a
dynamic, evolving learning program that is based on evaluation and feedback from stakeholders.
To answer whether the program is designed and set up to do what it is supposed to do, an
analysis of the need’s assessment in support of the developmental evaluation orientation is
necessary. The needs assessment process proposes the utilization of fine-tuning curricula and
adapting the program to the specific needs of the two diverse learning organizations involved.
Institutions can greatly benefit from such studies by learning what skills are required by the
faculty; then, programs can be designed and developed to address those needs, resulting in the
effective use of funding and resources.
Designing and developing a program to tailor the needs of the individual and
organization's profitability, as reviewed in the literature, is central for institutional planning,
funding, support, and change. Rather than accepting the developers’ and leaders’ decisions on
objectives, the learner needs to contribute to the potential for assessing actual outcomes.
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Therefore, evaluation should support managing and improving programs through a
developmental orientation as a systemic approach. This is particularly necessary within the
context of the evolution of academic partnerships between community and teaching hospitals for
clinical faculty. Addressing the needs of the two enterprises could identify the nuances of the
medical practices within these diverse clinical environments and populations. Generally, needs
assessments provide a baseline through systemic educational planning, from setting priorities to
ranking goals; evaluation systemically assesses the significance of the program as a pulse check.
By gathering data from a range of stakeholders, opportunities, assets, and strengths and can be
identified. The key functions of developmental evaluation are to support real-time learning,
development, and decision making. These practices can support future program planning in
faculty development.
Summary
A review of the literature provided information on the following topics: the roles of clinical
faculty, the distinction between community and teaching hospitals, defining faculty development
and its purpose, its relevance to curriculum planning, and influential factors. While an overview
of developmental evaluation was presented as a theoretical framework, it serves as an initial
evaluation to support innovative initiatives. The literature also revealed the significance of needs
assessments in facilitating orientation in program development. As indicated through the
literature, the complexity of capturing interventions among diverse stakeholders is challenging.
There are gaps in the literature as it relates to newly formed academic partnerships, especially for
the clinical faculty who fall under these consortiums. The multiple variables and settings
involved require well-designed interventions in an adaptive learning organization that supports
longitudinal and ongoing continuous endeavors.

43

Therefore, the mitigation of change over time should be considered in addition to developing a
program concerned with learners’ needs as well as implementing evaluation for refined goals and
delivery.
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CHAPTER THREE: METHODS
Introduction
The purpose of evaluation studies is to contribute to organizational decision making.
Specifically, this study focused on the use of evaluation of the Clinical Educator Learning Series
for clinical faculty from both HCA and USF. By gathering data from a range of stakeholders
from both HCA and USF, opportunities, assets, and strengths were identified. The methods
section includes the procedures used to design the instrument, a description of the participants,
and a description of data collection procedures and the data analysis process. This study may
provide insight to clinical faculty developers, curriculum designers, learning facilitators, and
stakeholders at academic medical centers, specifically with affiliations with community
physicians regarding professional program development.
This study was guided by the following evaluation questions:

1. What elements of the curriculum are strong and should be maintained or enriched?
2.

What opportunities exist to enhance the Clinical Educator Learning Series’ current
curriculum?

3. How do emerging collaborative relationships address program objectives?
It is important for an evaluation to include a needs analysis based on the clinical faculty’s
development to inform the innovation. Rossi et al. (2004) articulated a comprehensive program
evaluation process that includes assessments of programs’ theories and outcomes.
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Program theory can be implicitly or explicitly articulated and can be supported through its
alignment with scholarly literature. Additionally, a learning-centered paradigm may support the
development of evaluation.
Study Design
Qualitative methods are often used in evaluations because they tell the program’s story
by capturing and communicating the participants’ stories (Patton, 2002). In a classical evaluation
paradigm, an evaluation program might evaluate a program only based on whether initial outputs
and outcomes were carried out on a given timeline. Patton (2002) argues that this paradigm
ignores the process in which these outputs and outcomes occurred. While using a more
developmental approach—which facilitates a holistic understanding of not just the activities,
outputs, and outcomes but also the core elements that might affect decisions—the political
environment, stakeholder needs, management and leadership, and communication and
coordination factors may all affect outcomes. Complexity concerning the topic of clinical faculty
development programming manifests itself in different ways. The use of a process informed by
developmental evaluation is to appraise innovation. Using this paradigm as well as employing
evaluation activities, there was a need to identify the process to further develop the following
emergent evaluation questions:
1) What are stakeholders’ needs in the faculty development program?
2) How can we incorporate stakeholder insights?
Developmental principles were used to evaluate a new, complex project to adapt to needs
identified as work progress. Thus, the evaluation plan used elements of developmental evaluation
by applying an evaluation perspective during all stages of the project, from discussions to
decision making, allowing the evaluation process to adapt despite a non-linear process and
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continuing innovations within the project (Patton, 2011). Leveraging the potential influence of
faculty development programs requires the identification of expected outcomes and a rationale
for why programs expect to achieve those results (i.e., program theory) as well as an assessment
of the impact or the extent to which the desired results are attained (Rossi et al., 2004).
The validity of a faculty development program’s theory— described by Rossi et al.
(2004) as the “assumptions and expectations inherent in a program’s services and practices” (p.
168)—may be supported through assessing clinical faculty’s effectiveness and trainee learning
outcomes. How can academic partnerships/health institutions assess the role of clinical faculty
from a learning-centered perspective? Without a clear program theory or an effective evaluation
process, the elements of the clinical faculty’s actual practice were not relevant to the consortium.
However, evaluation can include an effort to judge or enhance human effectiveness through
systematic data-based inquiry. This study also included a retrospective evaluation based on
previously collected surveys from CELS workshops.
The needs assessment addressed programming needs through the perceptions of past and
current participants and instructors. CELS hosted a total of eight sessions in 2019-2020 academic
year and three sessions in the 2020-2021 academic year, with five sessions in 2020. The topics
selected for the series were generated from an informal needs assessment distributed during the
first ‘Meet and Greet’ meeting in June 2019, with HCA and USF faculty coming together for the
first time since the creation of the affiliation agreement in October 2017. In this Meet and Greet
meeting, there were 45 participants from HCA and USF and from various specialties
(Emergency Medicine, General Surgery, Cardiology, Internal Medicine) and roles (Program
Directors, Associate Program Directors and Teaching Faculty). At the end of the meeting, a
survey link and QR code was disseminated. This was presented as an optional survey for input in
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the development of a faculty development workshop. Approximately a third of participants
responded (15 in total), and the results were sufficient to extract topics of interest (Appendix B).
For those that responded, 60.00% (9 participants) were Teaching Faculty and 27% were Program
Directors. To our surprise, there was interest in the many topics that were presented. Eighty-nine
responses were received from 15 participants. From these responses, eight topics were identified
and selected by my supervisor and me, which became the curriculum of the Clinical Educator
Learning Series.
Developmental Evaluation Principles
This evaluation reexamines the program’s initial efforts with an intent to further develop
the emergent, changing needs of medical educators while working with internal stakeholders to
identify program activities, outputs and outcomes, and understanding how factors affect these
changes. The concern of evaluation fidelity is presented as an argument concerning the extent to
which a specific evaluation sufficiently incorporates the core characteristics to justify its
labeling. Under the developmental evaluation (DE) framework, Patton (2016) presented eight
essential principles for guiding the evaluation design: (1) developmental purpose, (2) evaluation
rigor, (3) utilization focus, (4) innovation niche, (5) complexity perspective, (6) systems
thinking, (7) cocreation, and (8) timely feedback. With the intended purpose to inform the
innovation, the eight essential principles systematically guides the process and track the
implications of adaptations through the developments.
Systems Thinking and the Complexity Perspective
Thinking systemically is fundamental to developmental evaluation. In term of
relationships, systems thinking includes the understanding of interrelationships, engaging with
multiple perspectives and stakeholders and reflecting on interaction consequences (Patton, 2016).
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As a result, interventions become multi-faceted with a more complex interior. This complexity is
the result of many different elements, which makes it difficult to predict effects.
Thus, complexity concepts are summarized as non-linear, emerging, dynamical systems,
uncertainty, adaptiveness, and chaos.
The task is to supply comprehensive understanding of the complex realities surrounding
the program. Observing innovation through the lens of complexity adds another way of framing,
studying, and evaluating social innovations. These two dimensions, the degree of uncertainty and
the degree of disagreement, define the zone of complexity (Patton, 2011). Shulman (2005)
argued that in the context of teaching, specific practitioners’ knowledge prepares students to
perform the role of practitioner in a professionally grounded and situated manner and that
professionalism is ethically based and service oriented. Additionally, Shulman defines signature
pedagogy as types of teaching that organize the fundamental ways in which future practitioners
are educated for their new professions. Arguably, the study of signature pedagogies is a way of
systemically following teachers in the learning process and using their feedback to redesign
professional development programs. For this evaluation study, semi-standardized interviewing
and survey analysis are utilized to answer the research questions.
Setting and Participants
This section provides the criteria for the interview and survey, the number of participants,
and the site(s) related to this evaluation study.
Participants
The evaluator sought to recruit clinical faculty members from both USF and HCA to
participate in a needs assessment. Clinical faculty recruitment included a range of ranks
(assistant professors, associate professors, professors) and various roles (program directors,
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associate program directors, core faculty), but all must have held a faculty appointment through
the university and been affiliated through the consortium. Participants were identified from a) a
directory maintained by the USF Health Office of Faculty and Academic Affairs and b)
appointed Program Directors from the Department of Medical Education.” Individuals may be in
the process of securing an appointment but may have attended the series; therefore, individual
names and emails were extracted from a Microsoft Teams Attendance list from previous
workshops. These individuals held valuable perspectives and were included in the evaluation.
There were 60 HCA faculty members and 23 USF faculty members who met the criteria above
and an additional 39 individuals in the process of becoming appointed at the time of participant
recruitment.
Demographics
This section describes the participants in the study. Table 1 summarizes the demographic
information of the participants for the survey. Out of the 33 participants, 11 (35.48%) were
Program Directors, 15 (48.39%) were Teaching Faculty, three (9.68%), Associate Program
Directors and two (6.45%) identified as others and indicated both were Research Coordinators.
From the total responses, six (18.18%) identified as faculty from USF/TGH, 24 (72.73%) HCA
Faculty, and three (9.09%) faculty from Moffitt Cancer Center. The six interview participants
included faculty members from both HCA and USF, including the Designated Institutional
Officers (DIO) from both HCA and USF, both who are current Executive Board members. All
six interviewees participated in the Clinical Educator Learning Series as a participant.
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Table 1
Summary of survey participants’ demographic information
Participants

Total

Program Directors

11 (35.48 %)

Associate Program Directors

3 (9.68%)

Teaching Faculty

15 (48.39%)

Other

2 (6.45%)

USF/TGH Faculty

6 (18.18%)

HCA Faculty

24 (72.73%)

Moffitt Cancer Center

3 (9.09%)

In addition, there are eight executive board members, all of whom oversee all matters
pertaining to the development, financing, operations, quality, and other aspects of the
consortium. Among these board members, I solicit participation of the following members to
participate in interviews: Designated Institutional Officers (DIO) from both HCA and USF,
Additionally, I sought participation of four faculty; all participants and one lecturer for the
Series--two from HCA and two from USF--to participate in interviews about the CELS.
For qualitative research, there is not a specific number required to sample; however, the
goal is to reach saturation (Patton, 2002). Purposeful sampling was used for this inquiry study.
Purposeful sampling involves a selection criterion to ensure the participants provides meaningful
information relevant to the study (Patton, 2002, p. 230). In qualitative interviews, it is
recommended to engage with six to eight interviewees (Creswell & Creswell, 2018). Within this
scope, I sought a sample size of at least 60 responses out of 74 faculty survey responses to make
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a generalization at the 95% confidence level, and up to eight for interviews. The purpose of this
purposive sampling is to ensure substantial information is obtained based on time, money,
location, availability (Merriam, 2009, p.79), as relevant to the evaluation study. Although the
intent was to interview up to eight interviews, the actual number of participants interviewed was
six due to timing constraints for several individuals. The number satisfies the recommended
qualitative interviews for this evaluation.
Needs Assessment
For the needs assessment, after three emails were sent to 99 recipients, 33 (33%)
responded to the needs assessment. The survey was open for a total of 31 days, and multiple
reminders were sent out with both the survey link and QR code to recipients. In addition to the
needs assessment, the formative data for each CELS session in the 2020-2021 AY was
concluded and collected. A total of nine sessions, with a total of 26 responses for the post
optional surveys for the 2020-2021 year, were collected. This secondary data collection is
considered along with the 2019-2020 post-optional survey response, for a total of five sessions
with 32 responses.
Setting
This study evaluated the Clinical Educator Learning Series, which was hosted at the
Morsani College of Medicine at the University of South Florida (MCOMUSF), an academic
medical center. The series was fully funded through the consortium agreement between the
academic medical center and a for-profit corporate health organization, Healthcare Corporate of
America (HCA). The series was created in spring 2019 and ran its first workshop on June 6,
2019 with a formal needs assessment using Qualtrics. The goal was to generate topics to discuss
and guide future programming. The topics that were selected were based on previous experiences
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from past workshops and personal experiences based on past learning. There were 15 responses
submitted from clinical faculty from both USF and HCA: a mix of program directors, associate
program directors and core faculty from various specialties (Internal Medicine, Emergency
Medicine, General Surgery, OB_GYN, etc.). From the responses topics were identified and
prioritized based on the count number.
Thus, a total of eight topics were extracted from data to create the Clinical Educator
Learning Series (CELS) 2019-2020. As indicated in Table 1, the selected topics included
providing effective feedback (11.24%), stimulating self-directed learning (11.24%), teaching at
the bedside (10.11%), and evaluating learners (7.87%). Due to time constraints for the busy
clinicians and considering the provision of a faculty incentive, the series was submitted to the
USF Health Office of Continuing Professional Development and received continuing medical
education (CME) accreditation in fall 2019, prior to the first workshop in the 2019 series. This
was the beginning of the faculty development program within the newly formed consortium
between the academic medical center and a corporate organization.
Due to COVID-19, the Clinical Educator Learning Series was converted to an entirely
online format for the April and May workshops; the March workshop was canceled. The earlier
workshops in October through February were hosted in person at the Center for Advanced
Medical Learning and Simulation (CAMLS) auditorium in downtown Tampa. During the
duration of 2019–2020, participants were sent a survey at the end of each session. This survey,
viewed as formative feedback, was intended to secure a better understanding of the ongoing
activity, such as whether the workshop was working, moving forward, or in need of an
immediate response. The intent was to demonstrate that the activities facilitated were meeting
stakeholders’ interests and that the program was achieving its desired outcomes. Across a total of
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seven workshops, an average of 12 participants participated from both organizations, resulting in
38 anonymous survey responses via Qualtrics.
Table 2
Faculty Development: June 2019 Needs Assessment Topics Generated
Item #
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

Responses
Providing effective Feedback
How to stimulate self-directed learning
Teaching at the Bedside
Using Simulation in Medical Education
Evaluation of learners
Effective small group teaching strategies
Teaching Evidence-Based Medicine
Curriculum Design-writing goals and objectives
Understanding learner motivation
Teaching with technology
Ways you can flip your classroom
Program Evaluation
Effective large group teaching strategies
Team-Based Learning techniques
Incorporating peer observation and self-reflection for evaluation of
teaching effectiveness
Writing and Analyzing multiple choice questions
Total

%
Count
11.24%
10
11.24%
10
10.11%
9
8.99%
8
7.87%
7
6.74%
6
6.74%
6
6.74%
6
5.62%
5
4.49%
4
4.49%
4
4
4.49%
3.37%
3
3.37%
3
2.25%
2
2.25%
100%

2
89

The same survey (see Table 2) was disseminated following each workshop and included
questions on quality using a scale of 1 to 5 (1 = poor; 2 = needs improvement; 3 = as expected; 4
= better than expected; and 5 = exemplary). The evaluator sent the link to the optional survey to
all workshop participants; survey responses were anonymous. See Table 3 for the responses rates
collected from formative assessment collected following CELS workshops to date.
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Table 3

1

2

3

4

5

6

7
8

Pre-workshop
and
0.00% 0
communication
The relevance of
goals and
0.00% 0
objectives to
practice
Organization of
the workshop
0.00% 0
(clarity, agenda,
delivery)
Amount of time
spent in
0.00% 0
interactive
group sessions
The usefulness
of content, tools, 0.00% 0
and resources
The session
design (i.e.
materials and
learning
activities)
0.00% 0
encourages my
participation
and
engagement)
Catering
10.00% 1
Overall learning
0.00% 0
experience

Total

5=Exemplary

4=Better than
expected

3=As expected

2=Needs
improvement

Item
Question
#

1=Poor

Clinical Educator Learning Series: Assessment of Learners (January 2020 Workshop)

0.00% 0

0.00%

0 30.00% 3 70.00% 7

10

0.00% 0

0.00%

0 33.33% 3 66.67% 6

9

0.00% 0 20.00% 2 30.00% 3 50.00% 5

10

0.00% 0 20.00% 2 30.00% 3 50.00% 5

10

0.00% 0 10.00% 1 40.00% 4 50.00% 5

10

0.00% 0 10.00% 1 20.00% 2 70.00% 7

10

0.00% 0 60.00% 6

0 30.00% 3

10

0.00% 0 10.00% 1 50.00% 5 40.00% 4

10

0.00%

This preliminary stage of creating the Clinical Educator Learning Series was a productive
establishment for innovation as the faculty development program evolves from a broad idea in
the consortium agreement to a more fully specified action plan. Our current affiliation agreement
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is funded in a five-year cycle. The results of the informal needs assessment informed the creation
of the faculty development series. This study has evolved to include the more traditional
evaluation tasks (i.e., formative feedback) while adapting to the needs identified as the work
progresses. Thus, this evaluation study used developmental evaluation elements by applying an
evaluation perspective through all stages of the project, including decision making, allowing the
evaluation process to adapt despite non-linear functions and continuing innovations within the
complex program.
Table 4
CELS Topics: 2019-2020 and 2020-2021
Year

20192020

Item #
1
2
3
4
5
1
2
3
4

20202021

5
6
7
8
9

Topic
Teaching at the Bedside & EBM
Assessment
Providing Effective Feedback
Assessment of Learners
Study Design: Choosing Wisely
Self-Reflection an Introduction to
Coaching to Lifelong Learning
Fundamental Skills in the Art of
Effective Feedback
Searching and Evaluating Medical
Literature
Time is Ticking! Tips for Efficient
Clinical Teaching
Promotion Process: Signed, Sealed and
Delivered & How to Write a Letter of
Recommendation
Formulating Research Questions and
Designing Studies
Proactive and Responsive Approaches to
Racial Bias in Clinical Learning
An Overview of Racism in Medicine
Teaching Challenges: Guiding the
Difficult Learner to Success
Reflection on Steps and Trends in
Effective Course and Curriculum
Development
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Responses

Response Rate

6

13.33 %

7
12

58.33 %
85.71 %

3
4

27.27%
18.18%

7

23.33%

3

20%

4

36.36%

4

19.05%

1

3.23%

1

5%

1

2.94%

2

7.69%

4

14.82%

Interview Protocol
Appendix B, Interview Question Samples/Protocol, includes the questions, which were
used in the semi-structure interviews. This protocol includes multiple areas related to the
evaluation study. The interview questions were organized into two parts: part one was designed
for the Executive Board members; while part two was designed for participants, lecturers, and
the workshop facilitator.
Data Sources, Collection, and Analysis
This qualitative evaluation used an online survey to collect a needs assessment (see
Appendix A) and virtual interviews of stakeholders (see Appendix B). The needs assessment
addressed programming needs through the perceptions of participants and stakeholders. Qualtrics
is a survey-based data collection tool widely used for academic research at the university
involved and facilitates the collection and storage of data with login credentials. Qualtrics has
been used in the past for the learning series. Therefore, it was used for this survey. Interviews are
used to discover information that we cannot directly observe (Patton, 2002). Through interviews
I sought to gain an in-depth understanding of clinical faculty’s perspectives and experiences with
the learning series and the impact of collaboration.
Due to the global pandemic, interviews were conducted via an online platform (Teams,
Zoom, or WebEx) during a meeting that was synchronous, preplanned, recorded, and one-onone. According to Lichtman (2013), there are general interviewing issues, including both
technological and substantive matters. Due to the transition to online learning during COVID-19,
many clinical faculty members accepted the unexpected and learned the basics of some online
platforms. Therefore, before setting up the individual interviews, the participants were given the
option to select their software preference. The level of rapport between the researcher and
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participants was established before evaluation. For this study, the researcher had personal
knowledge of the participants and the consortium, which may have influenced the way the
interview data was interpreted. However, the personal connection with the participants may be a
strength of the study. A romantic conception of the interview establishes rapport and empathic
connection, which may produce an in-depth interpretation of the participant's experiences
(Roulston, 2010). A level of communication and trust was already established, which may have
provided the space of openness between the researcher and participant.
The informal needs assessments conducted at the first ‘Meet and Greet’ meeting in June
2019 were drafted to pulse-check the level of interest from faculty. These four questions were
created in Qualtrics, with one multiple-choice question as a list of 16 various topics (see
Appendix C). These topics were selected collectively, based on the suggestions from my
supervisor, the Designated Institutional Officer (DIO), o, who has first-hand knowledge of
relevant content from past experiences as notable topics. The survey was presented as a QR code
at the end of the first workshop, title “HCA/USF Consortium Meet & Greet-Faculty
Development Workshop.” This 2-hour meeting was the first meeting for HCA and USF Faculty
to meet while using that time to provide an educational activity workshop. The reason was to
utilize their time as a networking opportunity productively and promote the start of the new
beginning, the Clinical Educator Learning Series.
The analysis included a review of data collected from open-ended items on the needs
assessment as well as analysis of transcripts generated from recordings of the interviews. The
evaluator identified patterns, generated codes, and developed themes (Patton, 2002).
Interpretation involves making sense of the data (Creswell & Poth, 2018), in which the
organization of the codes into categories, which was maintained in a spreadsheet, along with
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written summaries of the categories. The summaries included categories, identified themes,
along with examples or quotes from transition.
Developmental Evaluation Principles
Patton (2016) presented eight essential principles for guiding the evaluation design that
must be explicitly addressed, as follows: (1) developmental purpose, (2) evaluation rigor, (3)
utilization focus, (4) innovation niche, (5) complexity perspective, (6) systems thinking, (7) cocreation, and (8) timely feedback. The extent to which they are addressed depends on the context
and situation. Nonetheless, these principles serve as “sensitizing concepts,” which Patton
suggests must be implied or applied contextually. Innovations lack detailed implementation plans
and predetermined indicators (Patton, 2016) while occurring in complex dynamic systems where
both indicators and the work evolve and often change. These principles are merely guiding
evaluative components to organize the essentials in a true developmental fashion.
Table 5
Developmental Evaluation Principles, Process and Products Principles
Developmental Evaluation Principles
Developmental Purpose: the evaluation program is
designed to be dynamic considering innovation
Evaluation rigor: data collection, analysis, evaluative
questioning
Utilization focus: the goal of the evaluation is that it is
issued by those who developed it.
Innovation niche: adaptions and flexibility for program
innovations are encouraged
Complexity perspective: recognition of the complexity of
program components are taken into consideration during
the evaluation process
Systems thinking planning and executing work in the
context of interlock systems
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Process

Product

Table 5
Developmental Evaluation Principles, Process and Products Principles (Continued)
Cocreation: a collaborative approach, working with staff
and leadership in developments and designing evaluation
processes
Timely feedback: results and recommendations are
presented to stakeholders in a timely fashion.

Clinical faculty are committed to academic and clinical responsibilities, and the demands
on their time continue to evolve. The expectations of academic relationships will continue to rise
to meet the needs of the physician shortage. Thus, supplying a comprehensive faculty
development will be the foundation for providing relevant and applicable knowledge, tools, and
best practices for Clinical Faculty to meet the evolving graduate medical community.
Table 5 can incorporate multiple stakeholders’ perspectives in both the process and
product components to inform innovation through developmental evaluation. Applying the DE
principles and activities to evaluate the faculty development program comprises various views
and avenues that make up the series. The table is used in the evaluation to collectively gather and
organize the data collected from surveys and interviews as a part of the data analysis and to
inform stakeholders while supporting the innovation. The DE principles are design to bring rigor
to evaluation while working in complexity and uncertainty, with emergent approaches. While
analyzing and documenting both the process and product, the evaluator used this table to engage
with key stakeholders while outlining key themes. This initiative's development, including
discussions and knowledge of interventions at each level, is significant to balancing stakeholder
needs, management and leadership, communication, and coordination.

60

CHAPTER FOUR: FINDINGS
Introduction
The purpose of this study was to evaluate the Clinical Educator Learning Series, a new
faculty development in a new academic partnership. This chapter contains an analysis of the data
collected through the surveys and interviews. A successful evaluative inquiry includes an
interpretation of the findings, including the coding processes of both the interviews and surveys
(Patton, 2002). Collected data were analyzed using three phases of coding: open coding, axial
coding, and selective coding (Miles et al., 2014). This chapter contains a description of the needs
assessment survey results and interviews. Data were analyzed in relation to each of the processes
posed within data collection. Then, the overall findings are summarized, followed by a detailed
analysis for each evaluative question. All data were collected from individuals who participated
in the Clinical Educator Learning Series (CELS) evaluation survey and from six interviews.
Data Analysis: Coding
The collected data were analyzed using three phases of coding: open coding, axial
coding, and selective coding. The first phase comprised “open coding” of the data to develop the
descriptive themes (Miles et al., 2014) and similar categories and to assign category titles. This
phase included the selection of specific words and phrases from the content for titling purposes.
The second phase is defined as “axial coding” for the exploration of patterns or emerging
themes. In this phase begins the organization, clustering, and eliminating, retitling categories.
The third phase is defined as “selective coding,” in which data is interpreted and synthesized.
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New themes may be created when the coding content is compared, and additional merging and
elimination of categories may be necessary.
Categories Created from the Interview Protocol and Survey
Two sets of questions were provided for the interviews of executive board members and
clinical educator faculty participants/lecturers (see Appendix B), and one set of questions was
compiled from the survey file via Qualtrics (see Appendix A). The survey and interview protocol
consisted of twelve questions each. Coding refinement resulted in twenty-four coding reports.
Coding Process
Six transcribed interviews from Landmark Associate and one survey from Qualtrics were
prepared and imported into NVivo qualitative analysis software. Each line was manually read
and coded using contextual content according to the twenty-two categories. Multiple subcategory
nodes relating to the interview questions were created as the content was read, and the coding
was refined with the categories.
Needs Assessment
The following section will focus on the survey questions. Questions 6, 9, 13, and 14 were
not on file as questions and were thus omitted before dissemination (see Appendix A). A
summary of the findings for each open-ended question is provided in the following section. Data
from a need’s assessment is essential for effective program planning, therefore will be used to
inform the development of the faculty development program.
Change Behavior and Practices as a Clinical Educator
One of the program's goals is building the individual's personal commitment to change
and structuring the learning environment around teaching improvement. Anticipated changes in
teaching behaviors and practices through the development of the program's curriculum is a focal
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point. With that, participants were asked if attending the series has led to or will lead to changing
any behaviors and/or practice as an educator. Thirty-three responses were received for item one;
28 (84.85%) respondents indicated yes, attending the series has led to or will lead to changed
behavior and practice as an educator, and five (15.15%) respondents indicated no. Those who
indicated yes provided 38 comments about these changes in behavior/practice. Table 6 provides
a summary of two categories that were then identified by the evaluator using information from
the responses: networking and skills and knowledge. Skills and knowledge were expanded into
14 codes to represent the opinions of the respondents based on changes in behaviors and
practices as an educator. Table 6 displays the responses organized into categories based on their
frequency and codes.
Table 6
Responses to Survey Question: Examples of Changes of Behavior/Practice
Examples of Change of Behavior/Practice
Responses
Networking
1
Skills and knowledge
37
Social issues, diversity
7
Feedback
6
Teaching methods
5
Assessment, evaluations
4
Knowledge of learning styles
4
Creating presentations
2
People skills, soft skills
2
Case reports
1
Education barriers
1
Evidence-based medicine
1
Implement newly acquired knowledge
1
In general, different aspects
1
Redesign surveys
1
Research process
1
Total Number of Comments
38
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Skills and Knowledge
The themes that emerged most often among participants concerning examples of changed
behavior and practices were skills and knowledge, specifically, social issues, diversity, and
feedback, which may illustrate the multiple topics presented in diversity and providing effective
feedback. Additionally, teaching methods, assessment, evaluations, and knowledge of learning
styles were areas that received four or more comments. There have been two topics presented on
diversity and equity and three topics on providing feedback from 2019 to the present time in the
series.
Table 7
Responses to the Survey Questions: Examples of Changed Behavior & Practices
Skills and Knowledge Category
Social issues, diversity
“Have a better understanding of diversity issue”
“Diversity teaching and recognition”
“I’m more aware of education barriers”
“Foundation knowledge in DEI”
“I am more sensitive to potential minorities sensitive subjects”
“Understanding implicit bias and training program regarding racism”
“Attending has educated me as to the social dilemmas facing students
and faculty so that I may be more aware of them and pay attention to my
biases.”
Feedback
“Skills for feedback are improved”
“Giving better feedback”
“Manner in which I deliver feedback”
“Feedback to learners and colleagues”
“How to give feedback”
“I more adept at assessing residents and providing feedback”

# of Comments
7

6

Elements of Participation and Motivation
When participants were asked why they were attending the program, 23 comments were
received. The majority of the responses noted that participants attended the program to improve
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and update their skills and knowledge. Regarding why they attended the CELS, various
participants indicated that they wanted to enhance their leadership and mentoring opportunities,
stay involved, and be aware of current trends in medical education; meanwhile, others claimed
interest in improvement as educators and expansion of their teaching skillsets. There was also a
genuine interest in personal growth as an educator, with a few participants expressing the desire
to learn, as a new program director “needs every bit of help available.” A summary list of the
categories was identified by the evaluator using information from the responses. The generated
list shows the respondents’ perceptions of why they attended the series in Table 8. The responses
were identified and ordered based on their frequency and organized according to their coded
category.
Table 8
Reasons why Respondents Attended the CELS
Reasons
Improve and update skills and knowledge
Networking, collaboration
Personal growth
Mentoring, leadership
Program director
Faculty requirement
CME
Total Number of Comments

Responses
23
4
3
2
1
1
1
35

The elements of the curriculum highlighted as importance are topics and areas of practical and
relevance competency. Improve and update skills and knowledge are noted as a prime
stimulating participation factor. It is worth noting the relevance of networking and collaboration
along with personal growth as a means of motivation to attend the series.
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However, three respondents indicated the reasons they attend included the guidance of their
program director, as a mandate requirement per program, and the offering of CME credit.
Improve and Update Skills and Knowledge
The theme that appeared most often among the participants regarding why they attended the
series was connected to improving and updating their skills and knowledge among the seven
subcategories identified. The series addressed general topics on teaching and learning, including
topics in curriculum development, bedside teaching, and giving and receiving feedback. These
topics were intended to set the stage for faculty development for the various roles in a multiprofessional context among clinical faculty in both teaching and community hospitals.
Clear Objectives and Expectations
Thirty-three responses (100%) respondents indicated yes, the series clearly explained
what they were expected to learn from the sessions (i.e., learning objectives), and no respondents
indicated no. This may suggest that communication on the topics and their learning objectives
were clear.
Effectiveness, Engagement, Relevance, Accessibility, and Satisfaction
The participants were asked to rate the following: (1) How effective was the series at
helping you reach those learning objectives? (2) How engaging you did you find the series? (3)
How relevant are the topics to your own professional development?; (4) How would you rate the
accessibility to the series?; and (5) I’m satisfied with the investment my organization makes in
education and professional development. Participants were asked to rate each question on a scale
from 1 (not at all) to 5 (very). Table 9 displays the rating scale for the survey questions.
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Table 9
Responses: Effectiveness, Engagement, Relevance, Accessibility, and Satisfaction

n

5
Very

n

Total N

0%

0

0%

0 6.06%

2

39.39%

13

54.55%

18

33

0%

0

0%

0 12.50%

4

40.63%

13

46.88%

15

32

0%

0

3.03%

1 6.06%

2

33.33%

11

57.58%

19

33

0%

0

0%

0 6.06%

2

45.45%

15

48.48%

16

33

0%

0

0%

0 3.03%

1

42.42%

14

54.55%

18

33

n

4
Quite

3 Mediocre

(4) How would
you rate the
accessibility to
the series?
(5) I’m satisfied
with the
investment my
organization
makes in
education and
professional
development

n
2
Not Very

n
1
Not at all
(1) How
effective was the
series at helping
you reach those
learning
objectives?
(2) How
engaging you
found the series?
(3) How relevant
are the topics to
your professional
development?

The majority (93.94; n = 31%) of the respondents claimed they were very satisfied or quite
satisfied with the series concerning its effectiveness in reaching the learning objectives. When
asked about the engagement of the series, 87.51% (n = 28) of the respondents rated the series as
quite or very engaging. When asked about the relevance of the topics to their professional
development, more than 90% (n = 30) of the respondents rated them as very or quite relevant.
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Nearly 94% (n = 31) rated the series as quite or very accessible. Interestingly enough, the
majority of the respondents were satisfied with their organization’s investment in professional
development, with nearly 97% (n = 32) indicating that they were quite satisfied or very satisfied.
Timing and Emphasizes on Topics
Twenty-one responses were received for the questions on topics to be enhanced. For
topics to be omitted, a total of 13 responses were received, where 12 respondents indicated no,
unsure, or N/A, and one respondent specified by stating the lecture on teaching millennials was
not well structured. Research development received the most notable comments, followed by
equity and cultural competence issues. A total of 14 sub-categories were labeled and organized
in Table 10, with both categories representing a third of the comments. The organization
involves the identification of words that align with the emerging theme. Then, Table 11 presents
the responses and how they have been coded and aligned with the identified theme.
Research Development and Equity and Cultural Competence Issues
The themes that appeared most often among participants in response to which topics they
wished to see included research development, equity, and cultural competence issues. There have
been a total of
Table 10
Topics Respondents Would Like to See in the Series or Need More Time
Topics
Research development
Equity and cultural competence issues
Remediation
Women equity issues in healthcare
Assessments
Burnout prevention
Concept of ‘life-long learning’
Expectations private physicians ACGME
Feedback
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Responses
4
3
2
2
1
1
1
1
1

Table 10
Topics Respondents Would Like to See in the Series or Need More Time (Continued)
Grants and proposals
1
Innovations
1
Leadership techniques for GME
1
Learning styles
1
Performance improvement plans
1
Total of Comments
21

Table 11
Research Development, Equity, and Cultural Competence
Research Development, Equity, and Cultural Competence
Research Development
“Research Development”
“Research methods, how to do research, how to get published (choosing/
finding a journal)”
“Clinical Research”
“Deep dive into qualitative research as it pertains to MedEd”
Equity and cultural competence issues
“Building equity and cultural competence in teaching material, equity in
assessment of learners, incorporating EPAs in assessment”
“Female undervalue in the healthcare system”
“Challenges of motherhood with the physician world”

# of Comments
4

3

four research topics in the span of two years, and two topics in diversity and equity. It is no
surprise that participants requested more research and diversity/equity-related topics, as all
members are clinical faculty members affiliated with the university, and most participants are
assistant and associate professors. For junior faculty and community physicians, enhancing the
research curriculum is imperative, as their skillsets may be limited. The demand for diversity,
equity, and an inclusive curriculum is on rise. The desire for supporting education and
stimulating awareness—thereby providing tools for DEI—of clinical educators in both teaching
and community hospital settings is recognized.
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There was only one comment for the survey question concerning which topics/subject should be
omitted. One participant noted that the lecture on teaching millennials was not well structured
and needs to be more organized. This participant was referring to a topic in a providing feedback
session. I was able to interview this participant, and they elaborated on the need to differentiate
learners from undergraduate medical education (UME) and graduate medical education (GME).
Improvement Ideas for Instruction
Participants were asked for ideas to improve the series, and 12 comments were reported.
The comments were identified and organized into nine subcategories, as depicted in Table 12.
Table 12
Responses to Survey Question: Ideas to Improve Series
Ideas to Improve Series
Class format – More live classes, combo
Ask me in 2 years – I’m new
Develop overall plan
More attendees
More detailed slides for downloading
More topics for private physicians in ACGME environment
MS Teams
On-demand recordings
Signup process is onerous
Total Number of Comments

Responses
4
1
1
1
1
1
1
1
1
12

Class Format/Hybrid Model
An area of series improvement that was identified focuses on the class format, specifically more
live classes or even a combination hybrid model. When compared to the original needs
assessment collected in June 2019, the participants were asked about the modes of delivery that
work best for faculty development workshops/grand rounds. At the time, 11 (73.33%)
participants indicated face-to-face sessions.
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Participants from the interviews also shared recommendations on improving the CELS program,
which included the majority suggesting in-person sessions and resuming traditional classroom
settings with the possibility of hybrid sessions.
In summary, out of 33 responses (35.48% identified as program directors and 48.39% as
teaching faculty, with the majority of respondents [72.73%] identifying as HCA faculty), the
following themes were identified. Skills and knowledge were noted as examples of changed
behavior and practices. The participants attended the CELS to improve and update their skills
and knowledge. The participants wished to see more topics in research development and equity
and cultural competence issues. Last, areas for improvement included the class format/hybrid
model.
Interviews
Six interviews were conducted between May 2021 and June 2021 with various members
from HCA and USF. Six interview files were transcribed and prepared for coding. Table 13
summarizes the demographic information of the participants for the interviews and the sixdocument list.
Table 13
Interview Participants’ Demographic Information & Interview Document Listing
Label
#1
#2
#3
#4
#5
#6

Affiliation
HCA
USF
USF
HCA
USF
HCA

Role
Clinical Educator Faculty
Clinical Educator Faculty
Clinical Educator Faculty
Clinical Educator Faculty
Executive Board
Executive Board
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Document Listing
I-HCA_Faculty_I1
I-USF_Faculty_I2
I-USF_Faculty_I3
I-HCA_Faculty_I4
I-USF Executive Board_I5
I-HCA Executive Board_I6

These semi-structured interviews utilized an interview guide with questions that
addressed each area of the evaluative inquiry, including the opening question. This format allows
the interviewer flexibility for creating a more open space to further co-construct, asking for
clarification through follow-up questions (Lichtman, 2013). By using the interview protocol as a
guide, two sets of questions were provided for the interviews: one for the clinical educator
faculty and one for executive board members. Each interview was conducted on various virtual
platforms—Microsoft Teams, Zoom, and WebEx—recorded, and transcribed. Each transcription
was listed and labeled with a document title for coding, and categories were then created from
the interview protocol. Codes were created in NVivo (2020) qualitative analysis software for
alignment with the questions in the interview protocol. Multiple subcategory codes relating to the
interview questions were created as the content was read, and coding was refined with the nodes.
In total, there were a total of ten questions that corresponded to the questions in the interview
protocol for both sets. Table 11 displays the final node titles for the interview questions, the
emerging codes, and the themes, along with the frequency counts from the total number of
participants (out of 6). The following section will provide an analysis of each interview question.
Relationship with USF and HCA
The participants were asked to describe the relationship with USF and HCA. All six
interviewed participants acknowledged the GME partnership between the two organizations.
Each individual was able to provide an understanding of the infrastructure between the teaching
and community hospitals by describing the shared academic resources. In the examples, one of
the participants detailed:
Yeah, so my understanding is that HCA has really blossomed as a clinical entity in the
West Florida region, and as they’ve blossomed, they’ve taken on GME programming
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throughout the region. They’ve got a bunch of new—relatively new programs with
relatively new leadership within those GME programs. My understanding is what they’ve
really been searching for is support for those program directors. That’s a central support
system, and they thought that we, as an academic institution, might partner well with them
to provide that support for the faculty development, and to create a community of practice,
and to give some professional growth opportunities for their program leadership, as well.
Based on the responses from all participants, there is evidence of the mutual academic
partnership, share vision, and understanding of the expectation with the consortium to expand
GME programs to meet the state's need in the physician workforce while enhancing the learning
environments within each local entity.
CELS Workshops Attended and Thoughts about These
The participants were asked about their involvement in the program and feedback based
on their participation. The majority had attended at least three sessions in the previous two years.
Half of the participants recognized the value of the CELS providing essential knowledge,
especially about teaching. One executive member elaborated on the need to develop postassessments for faculty applying knowledge in their work context:
I think when we teach faculty how to be an educator in these didactics, we’re giving them
knowledge information about maybe how to do something, how to approach something.
We have not really developed the second half of the program where you are given the
opportunity to have somebody come out and watch you teach, and give you feedback on
your application of content. It doesn’t have to be direct. It can be here is a way for us to do
it where you video tape yourself. We’ll be happy to watch it and give you feedback on this.
That part of it is something that I think could be enhanced to really look at outcomes.
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What Did CELS Attendees Enjoy the Most and Least?
The participants were asked what they thought of the series. Half of the participants
indicated that they enjoyed attending the program for networking, sharing knowledge,
experience, and reflection opportunities. Two participants noted research as their area of greatest
interest, as both participants—who were HCA faculty—have suggested a lack of exposure and
utilization and expressed their desire to improve. Networking, including sharing
knowledge/experience, was reported by an HCA faculty member:
I enjoy just being a part of a group of people who are interested in education and who have
an interest in making me or making educators better. I’ve enjoyed that aspect because when
I started, I thought I was on my own, so having people that I can call on to say, “Hey, you
know what? What’s the best way to conduct a research project? What is the best way to
assess a resident, or if I’m having difficulty reaching a resident?” Having someone
available to bounce these ideas or these concerns from.
Reflection opportunities were noted in one response from a USF faculty member:
As a participant, what I really love—and since having this reason to talk about some of
these things, I’ve—I experience—if I’m seeing 15 patients a day with my team of 4
residents and 3 students and a bunch of pharmacists and a bunch nurses—we’re having 15
different experiences times the 7 people that are my trainees with me, and that’s a lot to
digest, and by the end of the day I’m exhausted, and I don’t think about or reflect on, but I
don’t always get that time to reflect on some of these things, so I really appreciate having
the time to devote to reflection. There’s a lot of reflective practice, I think, these workshop
that I really appreciate.
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Responses to their least favorite in the series concerned the technological glitches, timing, and
limitations of the online learning environment. One HCA faculty member recognized the
benefits of the online environment as a convenience for those who were geo-physically displaced
but also preferred to reduce the duration of the online content:
For me, Zooms and WebEx’s are great. An hour’s a lot of time to commit. If you had things
that, you know, maybe you reduce it to 15 minutes and, in a fashion, I know that interactive
nature is good, you know? Say a 15-minute video that could be thrown into a faculty
meeting if you do show up for faculty meeting. How do you increase the participation?
Why Participants Attended CELS Workshops
The participants were asked why they believe participants attend the series. A third of the
responses were related to attendance, CME credit, knowledge, and career advancement. Both
executive board members stated that they regularly encourage their faculty to attend the CELS,
as they recognize the value and the quality, especially as an additional incentive to obtain and
maintain a faculty appointment through the university:
There’s gonna be motivations that are gonna be different based on certain roles and stuff
like that. I do think that the quality of the programming is excellent. I really, really welcome
it. Those that have now gone down a pathway of going down a faculty appointment, I do
actually kind of insist that they participate. You’ve got a faculty appointment. You should
be tapping into these particular sessions more so, but I’d like the other ones, and we do
have others that don’t have faculty appointments, to actually see what they might be
missing as a result of it. I think both of those things are true…
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Members from both the USF and HCA equally recognized that those who were genuinely
interested in education showed up to the series, a sentiment that was shared across both
organizations:
I think there’s a small percentage that truly wants to do it and not because they want—they
know what they don’t know, and they see this as a way of learning how to get to a certain
level. If they truly want to invest their professional career for the next several years in
education, then they need that.
The Impact on the Evolving Clinical Educator
The participants were asked how the series might impact the clinical educator. Half of the
participants noted the CELS’ impact on clinical educators through increasing efficiency and selfconfidence and updating the participants’ skills and knowledges. This is evident from an HCA
faculty member’s response:
How does it impacted it, makes me be a better teacher, can see more confidence in what
you’re doing... it motivates me to read more, to be more up to date to some of the newer
studies, to be abreast as the new research and the new studies that are coming out.
Additionally, a USF faculty member responded to the same question:
I think these faculty development sessions serve the clinician educator really well. They’re
practical. They’re addressing concerns that most people are experiencing day to day, and
they’re things that I think—the topics that we’ve done so far, I think are topics that you
could repeat over and over again, and even if the same people came to it, they would still
learn something new ‘cause there’s layers to this.
Furthermore, an executive board member indicated the program’s impact on the clinical educators
in their organization via the added value of knowing policies, requirements, and responsibilities:
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That’s where the training comes in. That’s where these lectures I think are absolutely
essential, having clarity in processing, having clarity about aligning themselves with your
organization, with our organization.
This is what faculty development is, really the most important part of it, and it’s great when
you bring in knowledge-based areas where they just don’t know about it.
The value of faculty development was recognized by the participants as a representation of the
organization’s culture; specifically, the CELS was noted as a complementary addition.
Effect of CELS on the Consortium Relationship
Participants were asked if they believe if the series made an impact on the academic
partnership. There were various responses to this question, as it was unanimously recognized as a
new and evolving relationship; however, three participants provided clear responses to the
question, which included foundational resources for faculty development, sharing learning,
delivering ‘hidden’ curriculum, and alignment with missions. An HCA faculty member noted:
To me, it just seems naturally a part of it (academic partnership); I don’t know if it has changed
anything at all, but I definitely see it as a great benefit.
Both executive board members agreed with the connection of the CELS and the academic
partnerships, for example:
I think it’s foundational to what people look for in terms of when you’re joining a institution
where you are going to be teaching learners, that you have the resource for faculty
development. I think it aligns with the USF mission, and the mission of the [consortium]
agreement…I think it’s a bond that bonds us in the consortium model for sure.
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One of the USF faculty members noted the significance of the hidden curriculum in this
partnership as the program’s potential influence on shared learning and its impact on the
community of educators.
Yeah. I think the question you’re really asking is what is the hidden curriculum that is being
delivered, right, so I think a lot of that is really just—yeah, learning from each other. What
we don’t control as far as personality.
Ways the CELS Affects Participants’ Behaviors and Practices
Participants were asked if they believe if the series made an impact on the academic
partnership. The majority of responses noted the ways the CELS affects participants’ behavior
and practices, including sharing, authentic experiences, and engagement through awareness on
various aspects/topics. An example of this comes from an active HCA faculty member who
stated:
I have attended, they are addressing various aspects of the clinical educator so as far as
assessment of the resident, as far as how to conduct research, identifying racial biases, you
guys are discussing topics that are important to the educator or at least important to me in
identifying those topics and discussing them, the best ways to address them. Then, when
you guys have the small group formats, it helps to identify other educators there that say
that the experience that you’re having is shared or is common among educators and getting
the different input from other members or participants in the series.
Specific Topics/Areas/Categories that Should Be Included in the Series
Participants were asked about specific offerings should be included in the series. Half the
participants requested various teaching methods and strategy topics, including topics on how to
create lectures, write learning objectives, write test questions, employ assessment and evaluation
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tools, and use basic teaching pedagogies. The topics of bedside teaching should include different
preceptor models (i.e., one minute preceptor) as they relate to providing effective feedback
within time constraints. An HCA faculty member provided an example in his response:
Well, you have to know how to do a preceptor model. What is the one minute, three-minute,
five-minute preceptor model? How do you organize your time at the bedside?”
This is an area that our doctors struggle with.
Addressing general topics on teaching for both teaching and community faculty members can
enhance the common knowledge that ties clinical faculty to their learning environments by
providing resources to support the education activities of both organizations.
How can the Series be Improved
Participants were asked for ideas to improve the series. Regularly creating a faculty development
curriculum based on faculty evaluations and/or needs assessment data has been noted as an area
of improvement. As noted by the executive board members, here is an HCA perspective:
More and more and more the HCA has made it crystal clear that they’re invested
tremendously in the educational components of what’s needed. The more we see citations,
the more we see opportunities and evaluations by the resident’s surveys, etcetera, the more
focused HCA gets towards what is it that we need to do across our enterprise. There is that
little bit of that competing entity... Getting to the point of how our faculty welcomes it, I
think, is that a great handful of people probably, and I can’t give a real percentage of the
dedicated people that are constantly looking for the USF lectures and offerings compared
to what they do with the competing HCA sessions...
Here is another explanation from a USF faculty member:
I think, again, if you truly wanna make an impact, you gotta ask them, “What do you need?
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What are the tools you need?” We have to have a better understanding what their needs are
and then work on working towards their needs. Then, maybe there’s gonna be more
meaningful impact.
Jointly, the emphasis on including diverse faculty members in planning and partnering up with
subspecialty colleagues to teach faculty development sessions has been recognized.
Ways the CELS can Provide a Community of Educators
The participants were asked to identify ways in which the seriers could provide a
community of practice. The faculty development program seeks to create a community of
educators through workshops and seminars across a continuum of teaching and learning. The
objectives of this program are to (1) provide a forum for the community of practice, (2) enhance
confidence in clinical teaching, and (3) offer strategies and resources for the improvement of
teaching practices. Providing the resources and tools to support the education activities of
clinical faculty is recognized as one way to foster a community of educators. Participants
expressed the challenges of engagement in the online learning environment. As an HCA faculty
member noted:
If you’re really looking for that community, I think we need a hybrid of both of those
activities. Communication should be done—and I always insist on doing this on camera. I
really get very discouraged when we do meetings and everybody is off camera, and I’m
the only one on camera. I said how are we supposed to engage? How are we supposed to
interact if we’re not even seeing each other, we’re not having that kind of live kind of
activity. I think those are essential.
Evidently, it is challenging to form relationships for clinical faculty, given the time and space
constraints and limited “down time” that is often filled in with open socializing.
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The goal of these programs is to provide a collaborative atmosphere for clinical faculty.
Recognizing this challenge, one USF faculty member suggested:
I think it’s the timing between those workshops. That there is an opportunity for us to create
some bonding in the community, and I’d be curious to see if there’s a way we can utilize
that. What I mean by that is, if we have a workshop on managing difficult learners, maybe
creating a space where people send in some kind of homework or something.
Another idea about creating a community of educators was to create an accessible depository of
educational content with defined programs per role and a database of educators with specialties
and interests, as suggested by an HCA faculty member:
This may be available, but I’m not—I maybe not be aware of it, but if there is like an
accessible database of educators and what their particular specialty is, if it’s research, if
it’s education, if it’s resident training, if it’s medical, but then that way we can send them
questions or send them—ask them for advice. I don’t know if that—and they can respond
if they want, but just so that we have a database of who we can contact for different
questions.
A USF faculty member also commented on defined programs per role:
I mean, I would just say that one of the things that is helpful is to have actually defined
programs per Role within the institution. If you’re an educator, here is a set of curricula
that we think is necessary, it’s kinda foundational to that Role. Versus if you’re an APD,
versus if you’re a MD, versus if you’re a clerkship director and working with medical
students. I think it’s also helpful in terms of professional development because the
thought would be that you’re adding advanced curricula with each level of educational
leadership for the junior faculty who may be interested in a higher-level leadership role.
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This is something that they can think, “Okay, I’m gonna complete that. I can add that to
my CV as I completed that program.” I think that is helpful.
The significance of establishing a community of educators derives from the creation of the
consortium—a reflection of the significance of consortium’s institutional leadership and culture.
The vision is to create a community of educators who can serve as the core group for faculty
development programming, encouragement, and inspiration for rising junior faculty member.
Organizational culture is the most important aspect of fostering a faculty development program;
therefore, institutional leadership ought to set clear expectations for faculty in the areas of
teaching and learning for clinical educators. Participants from teaching and community hospitals
have an opportunity to learn from each other, share resources, and collaborate.
Developmental Evaluation Principles
Traditionally, the role of an evaluation program is to emphasize accountability,
established for newer entities to demonstrate that activities generated by their programs are
meeting stakeholders’ needs and interests while achieving desired outcomes (American
Evaluation Association, 2016). Nevertheless, multi-faceted projects, such as supporting an
innovative faculty development program within a new academic partnership, require
coordination with multiple stakeholders and engagement with diverse perceptions. The intent is
to infuse Patton’s (2016) eight essential principles for guiding the developmental evaluation
process. The principles are used to evaluate and construct the faculty development program for
the upcoming academic year. The evaluation plan uses elements of DE by applying an evaluation
perspective during all stages of the project, from discussions to decision-making, allowing the
evaluation process to adapt despite a non-linear process and to continue innovations within this
scope.
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These principles merely guide evaluative components to organize the essentials in a true
developmental fashion to inform. In the use of a process informed by developmental evaluation
to appraise innovation using this approach as well as evaluation activities, there is a need to
identify the process to further develop the following emergent evaluative questions: (1) what are
stakeholder needs in the faculty development program, and (2) how can we incorporate
stakeholder insights? The innovation process describes the path of translating new and/or
existing knowledge into sustainable solutions. Thus, the eight essential principles are used as a
framework that structures and systematically gauges the development of new processes,
products, and services, which supports organizations’ understanding of innovation goals as
overreaching components of an innovative process.
The following steps to inform and construct the curriculum in the program were taken
under this framework. Applying developmental evaluation means being more systematic about
subjecting data and observations to interpretation and judgment. Using evaluative methods
allows evaluators to make changes in needs assessments; further, baselines and benchmarks can
be revised and updated as information emerges during the evaluation. One change observed was
the need to increase timely feedback, thereby expanding internal operations committees. This
includes forming a faculty development subcommittee between HCA and USF and a research
subcommittee between the two enterprises, including members from academic medical centers
and community hospitals. These groups will provide more in-depth reports for each area
regarding the scope of opportunities and improvement, as well as how to utilize the CELS
platform for outreach efforts. In a true complexity perspective, the participatory process with
stakeholders, which aligns the principles of cocreation and systems thinking, will perform a
detailed needs analysis and involve faculty in development program planning and delivery.
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Developmental evaluation takes a rigorous approach to understanding strategic operational
challenges, leading to better-informed options for adaptation and continuous improvement.
Summary
In this chapter, the findings from the data analysis were presented in response to the evaluation
questions. The evaluation was conducted using interviews and a needs assessment survey.
Table 14
Developmental Evaluation Principles in the Clinical Educator Learning Series
Principles
Description
Participants/Steps
Developmental
purpose

Identify presenters and topics in a
group of faculty developers who
consist of experienced, dedicated, and
productive professionals (minimum of
three).

Design team; creation of a
blueprint of the curriculum;
scheduled planning meetings

Evaluation rigor

The team works with presenters and
leaders to co-develop a framework for
measurement; evaluation reports are
generated monthly at the conclusion of
every session and are to be reported
and reviewed bi-annually.

Data collection and review;
annual needs assessment

Utilization focus

Key intended users identified from both
sides (i.e., program directors; junior
faculty); ensure all activities align with
the needs of the group(s); the
evaluation is designed explicitly for
utilization data.

Clear pathways/programs for
intended users and
facilitating communication
with the targeted audience

Innovation niche

Fostering reliable communication tools;
identify delivery methods and
inventory for accessibility content to
maintain flexible hybrid learning.

Creating a website with clear
expectations and a
depositary; direct calendar of
events with virtual platform
options

Complexity
perspective

With a complex environment and
diverse perceptions, the team and
leadership must maintain focus on
providing rigorous content and
stimulating engagement with an effort
to cultivate the community of
educators.

Directory of educators;
outreach to stakeholder
community committees;
annual hospital/programlevel leadership meetings
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Table 14
Developmental Evaluation Principles in the Clinical Educator Learning Series (Continued)
Systems thinking

Generated knowledge/experience from
the program objectives; creating
specific pathways/programs deprived
of the CELS, including mentorship and
journal clubs.

Specific programs/working
groups with particular
interest/clearer outcomes for
junior faculty connected to
the CELS objectives

Cocreation

Fostering collaboration with leaders
from both sides to develop revenant
and convenient best practices.
Continuously working with
stakeholders to prioritize content and
topics and create the best strategies for
engagement and interaction.

Data from needs
assessments; discussions
from meetings with
stakeholders; facilitating
clear communication

Timely feedback

The team will continue to meet
monthly to review the progress of the
program using data previously received
from recent workshops/seminars.

Quarterly reports shared with
internal/external
stakeholders; local base
committees

Based on the findings presented in this chapter, creating and implementing a comprehensive
faculty development curriculum that aligns with continuous faculty needs assessments can add
fidelity to the series; therefore, development evaluation as a tool should use a framework of
faculty development in an academic partnership between teaching and community physicians.
The following chapter presents the discussion and conclusions of the study.
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CHAPTER FIVE: CONCLUSION AND RECOMMENDATIONS
Statement of the Problem
With the increasing formation of new academic partnerships to address the physician
shortage crisis in the United States, clinical faculty from both teaching and community hospitals
are expected to join forces by sharing academic resources. While the expectation for integration
and efficiency has been set, it remains to be seen whether clinical faculty from both teaching and
community hospitals can jointly promote academic excellence in a teaching and learning
community. Thus, whether faculty development initiatives are enough to form a consortium of
clinical educators through the integration of these two distinct enterprises was investigated
herein.
Purpose of the Study
The study’s purpose is to support the development of the Clinical Educator Learning
Series (CELS). The program is emerging in real time; therefore, the developmental evaluation
approach was used to adapt and support the complex role of clinical faculty and respond to their
needs while evaluating the program’s curriculum. This evaluation study addresses the faculty
development program within a newly formed academic partnership between teaching and
community physicians.
Evaluation Questions
To conduct an evaluation of the program’s opportunities, strengths, and assets, this study
was guided by the following evaluation questions:
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1. According to program directors and clinical faculty, what elements of the curriculum
are strong and should be maintained or enriched?
2. What opportunities exist to complement the curriculum with additional essential
elements in the Clinical Educator Learning Series’ (CELS) current curriculum?
3. How do emerging collaborative relationships address program objectives?
Method
The evaluator used a developmental evaluation to answer the evaluation questions and
inform the programming innovation. One-on-one, semi-structured interviews were conducted
with six consortium faculty members who participated in the workshop series. The interviews
were transcribed using a transcription company. During the interviews, the participants were
asked questions related to the evaluation. Appendix B contains the interview questions that the
evaluator posed to each interviewed participant. Two sets of questions were provided for the
interviews, as each member represented a different group: faculty member participants/lecturers
or executive board members. The survey questions focused on the scope of opportunities and
improvement and how to utilize the CELS platform for outreach efforts for both teaching and
community faculty within this new academic partnership. The interview questions were arranged
to allow the participants to provide details about their perspectives as participants in the series
regarding the role they play.
Additionally, a survey was sent to past and present CELS participants; Appendix A
contains the needs assessment survey. A total of 33 responses were received. Survey results were
analyzed, and open-ended responses were coded. One of the challenges related to qualitative
evaluation is the large volume of data (Merriam, 2009). Due to the amount of data, the evaluator
synthesized the participants’ responses to each interview question.
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After the synthesis, the evaluator completed a theme and frequency analysis.The responses were
analyzed based on the themes and analysis that emerged from both the survey and interview data
for each evaluation question.
Discussion
Evaluation Question One
The first evaluation question focused on the elements of the curriculum: What elements
of the curriculum are strong and should be maintained or enriched? The questions associated
with the elements of the curriculum were asked in the survey and the interviews. The theme with
the highest frequency emerging across multiple questions relating to the curriculum elements
emphasized skills and knowledge, specific enhancements in teaching strategies, evaluation,
effective feedback, research engagement, and diversity and inclusion. The Accreditation Council
for Graduate Medical Education (ACGME) has identified the significance of addressing cultural
diversity as part of its professionalism competency (Like, 2011). The need to prepare residents to
care for increasingly diverse populations emphasizes the importance of providing clinical faculty
with the training and tools to become more culturally competent. Practical applications and
relevant content to operationalize these topics into meaningful faculty development should
continue to provide clinical faculty with critical appraisal skills, increase exposure to rapidly
evolving medical education, promote awareness of educator skills, encourage research, and
promote collaboration.
As suggested by Steinert (2012), faculty development should target all faculty members’
roles, including teachers, educators, leaders, managers, researchers, and scholars, on both the
individual level and in group settings, and should not be limited to a focus on teaching and
education. The curriculum elements are integral to all levels of the educational enterprise;
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moreover, the program should promote learning that occurs in authentic contexts
(Steinert, 2011), rather than solely the development of colleagues. This was evident in the
evaluation, as the participants reported that improving skills and knowledge were reasons for
participation in the series, which included the elements of program evaluation, leadership and
administration, and research and scholarship. This view of knowledge has important implications
for faculty developers’ understanding of programming needs for knowledge translation for
faculty vitality and the institutions in which they work.
Evaluation Question Two
The second evaluation question focused on the enhancements in the program: What
opportunities exist to enhance the CELS current curriculum? The survey asked questions
associated with curriculum opportunities, and the interviews were related to improvements and
effective feedback. The themes with the highest frequencies emerging across multiple questions
related to class format, delivery methods, and more explicit faculty expectations. The transition
to online learning during COVID-19 has allowed the CELS to carry on. New technology trends
have been on the rise for some time, and the CELS forum has embraced online learning and
teaching to reach out to those who are geographically distributed or have time constraints.
Participants from both the interviews and survey expressed a preference to resume in-person
sessions but were also open to blended learning. The use of technology to deliver faculty
development content has been highlighted in the literature (Cook & Steinert, 2013). The findings
indicate support for a hybrid format, including synchronous and asynchronous learning, for the
CELS. Similarly, in a study conducted about using a needs assessment in the development of an
interprofessional faculty development program, regarding program delivery options, the majority
of respondents indicated a preference for a hybrid format (Bigbee et al., 2016). Online faculty
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development offers potential solutions to the challenges of scheduling and physical location and
may help promote communities of practice (Cook & Steinert, 2013). In the face of Covid-19,
adaptability and innovation in online teaching and learning are critical. The pandemic has
imposed a suppletive curriculum and instruction for education systems worldwide. Blended
learning experiences with both in-person and online learning approaches can capitalize on the
strengths of both. Faculty development can provide faculty with flexibility in learning and
applying and can be a powerful tool in developing a community of practice among members for
collaborative learning, networking, and mentoring opportunities.
In addition to the class format and delivery method, the teaching faculty’s formally
defined career expectations have been identified as another theme in the evaluation. Participation
in faculty development can be deemed valuable for academic promotion or good citizenship
within hospitals/departments (Donnelley et al., 2021). Establishing concrete expectations and
goals for faculty and continuing CME as additional incentives can be employed as motivators for
faculty engagement. Additionally, a need for mentorship was identified; mentorship can provide
instrumental support for faculty development beyond traditional instructional needs (Sambunjak
et al., 2006). Clinical educators develop their competence as faculty members, including
participation in formal workshops or programs; for others, learning may occur in informal ways,
as Steinert (2014) depicted in practical experiences in the workplace. Participants, particularly
from HCA, requested a directory of academic medicine faculty with strong backgrounds in
remediation, evaluation, and research. This suggests an opportunity for authentic and meaningful
learning through informal approaches, as supported by the literature, work-based learning,
communities of practice, and reflective learning (Steinert, 2009, 2010, 2014). The formation of
such relationships, such as mentorships, can potentially lead to new initiatives and collaborations
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that may not otherwise be available.Though unconventional, faculty development partnerships
can promote organizational substantiality between new academic consortiums through mutual
goal setting and cultural bridging.
Evaluation Question Three
The third evaluation research question focused on collaborative relationships: How do
emerging collaborative relationships address program objectives? The CELS brought together
academic leaders, educators, and researchers from both teaching and community hospitals. The
evaluation study demonstrated that involvement in a community of educators through the CELS
is only beginning to take form. The CELS has been recognized as a faculty learning community
that elevates the prominence of the educational mission for the consortium and as a
representation of each organization’s institutional culture.
The social and intellectual space where the CELS operates includes an approach to
knowledge management and implementing best practices for educators from teaching and
community hospitals. Supporting a community of practice for faculty development (Steinert,
2010) can further improve faculty development and change the culture toward evidenceinformed educational practice. Networking is key to relationships often formed within the
community of practice models for scholarship production via faculty development efforts. The
findings from the evaluation elevates the notion of the evoluation of a community of practice
amongst the clinical faculty. The use of these alternative practices (Steinert, 2006) as the
literature alludes to, emphasizes the importance of the hidden curriculum in naturally the
establishment of a community of interested educators, increases motivation, self-directed
learning, peer coaching and mentorship.
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The development of creating the space for such members, can promote the educator identity for
those physicians, while sharpening the knowledge and skills needed to perform for their multiple
roles.
Implications
As the environment was both complex and shifting, the iterative DE process enabled the
evaluator to engage with key stakeholders, incrementally testing out ideas in practice, including
discussions with key internal stakeholders during follow-up meetings post-assessment. I received
feedback and adapted plans, such as creating a journal club within the CELS forum as a separate,
more advanced group at the start of the new academic year. During the creation of new topics to
account for newly emerging information and previously overlooked programming needs.
The learning and actions derived from the assessment were guided by data analysis that
drew on data collected as part of the DE and stakeholder’s experiences and feedback. The
evaluator interpreted the collected data further to co-create strategies and actions to address
emerging issues. This evaluative data analysis approach provided immediate, useable feedback
to engage clinical faculty from both teaching and community hospitals in co-creating solutions,
thus reflecting some of the principles of developmental evaluation (Patton, 2016).
Recommendations
The Role of the Evaluator
The evaluator plays a key role in the faculty development program, as the evaluator is the
facilitator of development, progress, and products. Consistent with a DE approach, the evaluator
is embedded within the innovation and not detached. This allows for changes, responses,
directions, and evaluations based on feedback, insights, learning, and conversations between
stakeholders and evaluations to be responded to as needs emerge.
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Timely Feedback
Due to rapid expansion with multiple perspectives in a new academic partnership, it is
imperative to review feedback to ensure evaluation data is used to strengthen the developments,
and to ensure change decisions are accounted for within faculty development construction and
production.
Transfer of Knowledge
In addition to reflecting the eight principles by Patton (2016), it is noteworthy that when
evaluating the innovation platform developmentally, the approach allows the evaluator to
acknowledge new knowledge and skills through multiple interactions with stakeholders. This
learning through knowledge exchanges aligns well with one of the key elements of innovative
initiatives, which entails co-creation with the ongoing development of the learning organization
and culture.
Cocreation
When this survey is compared to the original needs’ assessment conducted in June 2019,
providing effective feedback, engaging learners, and clinical teaching were highlighted as the
most interesting to participants. The survey illustrates that this remains true, as noted in the
example responses. The rationale of the curriculum intends to ensure that the program is useful
for intended users; thus, the process of focusing on utilization by reviewing the initial needs
assessment as it relates to the curriculum elements. A faculty development program within a new
consortium between two organizations should embrace input from both sides.
Conclusion
The purpose of the evaluation was to provide a practical example of a developmental
evaluation outlining the methods applied to support the faculty development program in a new
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academic partnership. As outlined above, to define when an assessment can be called
developmental, Patton (2016) developed eight defining principles that should be evident in an
evaluation for it to be considered authentically and fully developmental. The DE approach is a
resource for program planners in faculty development seeking to roll out an intervention with a
new academic partnership between teaching and community physicians. The significance of
leadership buy-in as part of organizational readiness is imperative to support innovation
initiatives, especially when establishing a faculty development program within a new academic
partnership. Furthermore, the use of developmental evaluations can support the accountability of
learning, adaptation, and transparent integrity between organizations undergoing rapid social
change.
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APPENDIX A: CLINICAL EDUCATOR LEARNING SERIES NEEDS ASSESSMENT
Start of Block: Thank you for your participation in the Clinical Educator Learning Series.
Q13 Dear Clinical Educator: We are committed to providing a high-quality educational program
for your professional development. Please take a moment to complete this survey for your input
in the Clinical Educator Learning Series (CELS). All past or future CELS participants are invited
to take this survey.

Q1 Has attending the series led to/will lead to you changing any of your behavior and/or practice
as an educator?

o Yes (1)
o No (2)
Q2 If yes, please give examples.
________________________________________________________________

Q3 Why do you attend the Clinical Educator Learning Series?
________________________________________________________________

Q4 Did the series clearly explain what you were expected to learn from sessions (i.e. give
learning objectives)?

o Yes (1)
o No (2)
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Q5 Please rate the following:
Not at all (1)

Not Very (2)

Mediocre (3)

Quite (4)

Very (5)

How
effective was
the series at
helping you
reach those
learning
objectives?
(1)

o

o

o

o

o

How
engaging you
found the
series? (2)

o

o

o

o

o

How relevant
are the topics
to your own
professional
development?
(3)

o

o

o

o

o

o

o

o

o

o

o

o

o

o

o

How would
you rate the
accessibility
to the series?
(4)
I'm satisfied
with the
investment
my
organization
makes in
education and
professional
development
(5)
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Q7 Are there specific topics you wish you could see/learn in this series? Topics/subjects should
be given more time?
________________________________________________________________

Q12 Are there topics/subjects that should be omitted?
________________________________________________________________

Q10 Do you have any ideas how we could improve the series? (i.e. topics, delivery method,
timing, resources?)
________________________________________________________________

Q11 Please rate the quality of the overall program (please select one):
▼ 5= Excellent (1) ... 1= Very Poor (5)

Q8 Did attending the series exceed your expectations?

o Yes (1)
o No, please explain: (2) ________________________________________________
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Q15 What is your role?

o Program Director (1)
o Associate Program Director (2)
o Teaching Faculty (3)
o Other: (4) ________________________________________________
Q16 Affiliated faculty from which location?

o USF (TGH, MCC, JAHVA, BPVA, ACH) (1)
o HCA (2)
o Other: (3) ________________________________________________
End of Block: Thank you for your participation in the Clinical Educator Learning Series.
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APPENDIX B INTERVIEW QUESTION SAMPLES PROTOCOL
Interview Question Samples Protocol
Introduction to the interview
Thank you for taking time to meet with me today to discuss this topic. My study is focused on
evaluating the Clinical Educator Learning Series within the Consortium between USF and HCA.
I will be asking that you to describe your perception of the series and the relationship. Please feel
free to be honest as I will not be disclosing person information in the study. You are free to stop
me at any time or if you need further clarification to the question.
Part I. Executive Board Members
a) How would you describe the relationship with USF and HCA?
b) How does faculty development program impact the clinical educator from your own
experience?
c) What effect has the CELS had on the consortium relationship?
d) How can the CELS faculty development program be improved?
e) In what ways can CELS affect participant behaviors and/or practices?
f) Why do you think participants attend the CELS?
g) Are there specific topics/area/categories that should be added to the series?
h) What are some ways in that the CELS can cultivate a community of educators?
Explore Topics:
i.
Probe improvement series
ii.
Probe on quality of curriculum
iii. Probe affiliation relationship
Part II. Clinical Educator Faculty Participant/Lecturer
a) Describe the relationship with USF and HCA.
b) Have you attended any of CELS workshops? What did you think of it?
c) How does faculty development program impact the clinical educator/researcher from
your own experience?
d) In what ways can CELS impact participants behavior and/or practice as an educator?
e) Why do you think participants attend the CELS?
f) Tell me from your experience as a lecturer and a participant in the series, what did you
enjoy the most from it? Least?
g) Are there specific topics/area/categories that we should include in the series?
h) What ideas do you have to improve the series?
i) What are some ways in which the CELS can provide a community of educators?
j) Tell me if you believe the CELS has been impact on the consortium relationship? If so,
how? If not, how can we improve?
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Explore Topics:
i.
Probe improvement
ii.
Probe on quality
iii. Probe on collaboration
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APPENDIX C: FACULTY DEVELOPMENT: NEEDS ASSESSMENT
HCA/USF Consortium Meet & Greet-June 6, 2019

Q2 - What is your role?

Field Minimum Maximum Mean

#
1

What is your role? Selected Choice

1.00

4.00

1.80

Std
Variance Count
Deviation
1.05

1.09

15

#

Answer

%

Count

1

Teaching Faculty

60.00%

9

2

GME Admin/ Staff

6.67%

1

3

Program Director

26.67%

4

4

Other:

6.67%

1

Total

100%

15

Q2_4_TEXT - Other:
113

Other: - Text
DIO
Q3 - Please indicate the modes of delivery that work best for faculty development
workshops/ grand rounds?

#

Field Minimum Maximum Mean

Please indicate the modes
of delivery that work best
1
for faculty development
workshops/ grand rounds?

1.00

3.00

#

1.44

Std
Variance Count
Deviation
0.70

Answer

0.50

16

% Count

1

Face-to-Face sessions 68.75%

11

2

Online modules (Asynchronous)- (i.e. instructional materials such as
slides, documents provided online, and lectures are streamed; any time 18.75%
and at irregular intervals)

3
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3

Online learning (Synchronous)- (i.e. video conferencing via LMS such
as Collaborate in Blackboard, etc.; lectures/discussions occur at a 12.50%
specific time)
Total
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100%

2
16

Q1 - Please indicate the topics you are most interested in learning about. (Check all that
apply).
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#

Answer

1

% Count

Teaching at the bedside 10.75%

2

Evaluation of learners

10

8.60%

8

3

Providing effective feedback 11.83%

11

4

How to stimulate self-directed learning 11.83%

11

5

Effective small group teaching strategies

6.45%

6

6

Incorporating peer observation and self-reflection for evaluation of
teaching effectiveness

2.15%

2

7

Teaching with technology

4.30%

4

8

Understanding learner motivation

5.38%

5

9

Teaching Evidence-Based Medicine

6.45%

6

10

Curriculum Design - writing goals and objectives

6.45%

6

11

Effective large group teaching strategies

3.23%

3

12

Ways you can flip your classroom

4.30%

4

13

Team-Based Learning techniques

3.23%

3

14

Writing and analyzing multiple choice questions

2.15%

2

15

Using Simulation in Medical Education

8.60%

8

16

Program Evaluation

4.30%

4

Total

100%

93
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APPENDIX D: INTERVIEW CODING REPORT
NODE LISTING OF INTERVIEW CODING REPORTS
Total: 12 coding reports with 119 subcategories
Titles sorted alphabetically
Interviews
1. IQ00. Introduction
2. IQ01. Describe relationship with USF HCA (6 subcategories)
• Comparison - academic vs. corporate (4 subcategories)
− Chain of command models
− Challenges - adaptive change (8 subcategories)
o Aligning curriculum
o Communication modalities
o Competing entities
o EVU vs. CVU
o Models of compensation
o Private practice mentality
o Structure for change (C-suite)
o Unwillingness to adapt
− Medical education, in general - vetting candidates
− Motivation to teach
• Current role
• Educational GME partnership
• Interviewee background
• Network relationships - mutual respect
• Resources (2 subcategories)
− HCA Webinars
− USF access - CELS - research data
3. IQ02. Attended CELS workshops – Thoughts (9 subcategories)
• Accommodating to faculty
• Attendance
• CME - accreditation - essentials
• Generated positive blast email from attendee
• Knowledge - transfer of knowledge
• Level of engagement video vs. live
• Mind-opening
• Networking
• Number of workshops attended
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4. IQ03. Enjoyed the most and least (3 subcategories)
• Least (4 subcategories)
− Anxiety
− Group participation
− Last year's study designs
− Technological glitches
• Most (5 subcategories)
− Facilitating - creation piece, relationships
− Networking
− Reflection opportunity
− Research - case reports
− Sharing knowledge, experience
• Other (2 subcategories)
− Adapting to workshop learning styles
− Equal footing
5. IQ04. Why participants attend CELS (10 subcategories)
• CME, GMEC, MedHub, faculty appointments
• Do not share reasons with each other
• Encourage engagement
• Knowledge for application, advancement
• Learn medical education teaching methods
• Learn policies, requirements, responsibilities
• Networking for career development purposes
• Power of persuasion, notifications to attend
• Recommend survey to gauge interest
• Research aspect
6. IQ05. How CELS program impacts clinical educator (9 subcategories)
• Adds value knowing policies, requirements, responsibilities
• Definitions educators, scholars, researchers
• Develops community-based care team
• Gap needs addressing for medical education scholars
• Increases efficiency, self-confidence
• Needs assessment should be done
• Provides 'toolbox' of support
• Series for clinician researchers
• Updates skills and knowledge
7. IQ06. What effect CELS on consortium relationship (7 subcategories)
• Aligns with mission
• Bandwagon effect
• Bonding experience
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•
•
•
•

Foundational resource for faculty development
Great benefit, natural, always has been there
Recordings motivate follow-through
Shared learning, delivering 'hidden' curriculum

8. IQ07. Ways CELS affects participant behaviors, practices (7 subcategories)
• Addresses adult learning styles
• Awareness various aspects, topics
• Cohort of community educators
• Learn 'nuances' of teaching
• Motivates accountability
• Potential for expanding network
• Sharing, authentic, engaged
9. IQ08. Include in series – topics, areas, categories (9 subcategories)
• CCC, PEC
• Differentiated toolbox for diverse learners
• Handling escalating issues, personal conflict management
• IT initiatives
• Professional development
• Professionalism
• Research methodologies
• Shifting roles, multi-tasking
• Teaching methods, strategies (6 subcategories)
− Assessment, accountability strategies
− Bedside teaching strategies
− Classroom management - motivation, behavior
− Planning lectures and presentations
− Questioning techniques
− Writing goals, learning objectives
10. IQ09. How improve CELS program (14 subcategories)
• Advancement in academia
• Assessment of program application
• Basic resources, toolbox
• Co-teaching in-person sessions
• Defined programs per role
• Incentives - CME, MOC
• In-person social setting format
• Interaction, engagement
• Motivating engagement by provocation
• Needs assessment
• Research methodologies
• Scheduling, timing
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•
•

Topic planning for GME & HCA groups
Zoom, recordings, videos

11. IQ10. Ways CELS cultivate provide community of educators (7 subcategories)
•
•
•
•
•
•
•

Database directory of community
Defined programs per role
Facilities, equipment
Needs assessment
Networking, interaction, engagement
Providing resources, tools
Strategic planning to create bonds

12. IQ11. Anything else (7 subcategories)
• A nice hefty toolbox
• EPAs - establishing trust
• Informal teaching training during residency
• Measuring success
• Remediation teacher program - mentoring
• Why academia as a community physician
• Wrap-up
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APPENDIX E: SURVEY CODING REPORT
CATEOGRY LISTING OF SURVEY CODING REPORTS
Total: 12 coding reports with 48 subcategories
Titles sorted alphabetically
Survey
1. SQ01. Series changes behavior or practices (graph, tables)
2. SQ02. Examples changed behavior and practices (2 subcategories)
• Networking
• Skills and knowledge (14 subcategories)
− Assessment, evaluations
− Case reports
− Creating presentations
− Education barriers
− Evidence-based medicine
− Feedback
− Implement newly acquired knowledge
− In general, different aspects
− Knowledge of learning styles
− People skills, soft skills
− Redesign surveys
− Research process
− Social issues, diversity
− Teaching methods
3. SQ03. Why you attended CELS (7 subcategories)
• CME
• Faculty requirement
• Improve and update skills and knowledge
• Mentoring, leadership
• Networking, collaboration
• Personal growth
• Program director
4. SQ04. Series gave learning objectives (graph, tables)
5. SQ05. Rate the following (graph, tables)
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6. SQ07. Topics you wish you could see in series or need more time (14
subcategories)
• Assessments
• Burnout prevention
• Concept of 'life-long learning'
• Equity and cultural competence issues
• Expectations private physicians ACGME
• Feedback
• Grants and proposals
• Innovations
• Leadership techniques for GME
• Learning styles
• Performance improvement plans
• Remediation
• Research development
• Women equity issues in healthcare
7. SQ08. Did series exceed expectations (graph, tables)
8. SQ10. Ideas to improve series (9 subcategories)
• Ask me in 2 years - I'm new
• Class format - more live classes, combo
• Develop overall plan
• More attendees
• More detailed slides for downloading
• More topics for private physicians in ACGME environment
• MS Teams
• On-demand recordings
• Signup process is onerous
9. SQ11. Rate quality of overall program (graph, tables)
10. SQ12. Topics that should be omitted (2 subcategories)
• Lecture on teaching millennials not well-structured
• No, unsure, NA
11. SQ15. Your role (graph, tables)
12. SQ16. Affiliated faculty location (graph, tables)
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